1 -t
= D

-, S =

EY K

DOCONENT BESUKE

T~

* . ' HB 009 30&
Financing and Reimbursement of Graduate Medical «°
Bducation. Xk Backgrcund Paper for the Graduate
Medical :Education Natisnal .Advisory Committee.
‘NMational Center for Health Services Research and

i _Development (DHEW/PHS), Rockville, Hd..

- . #ar 717 . ' <7

122p. .

Hr-$0.83 HC-$6.01 Plus Postage. .

*Educational Finance; Federal Programs; *Graduate

Medical Education; *Graduate -Medical Students; Health

Education; Health Personnel; *Higher Education;

Wedical Schools; Médicine; *Physicians; Primary..

Health Care; ‘State. Aid; State Federal Aid; *Student

Fipancial Aid :

R There is little argument that the physician is the
'most expensive form of health manpower or that the physician is a
wcritical decision-maker in allocating resources for the production of
% health-care services. Thus, their education and orientation have been
.£ingled out as intervention points when public concerns have emerged
on .cost containment and access to services..The primary goal of this
- ‘paper is an exploration of several issues regarding the status of
" financing of graduate medical education, some of the policy issues
surroanding graduate medical education financi:'g, and some residual
research gquestions. The issues handled inciude the financiny of '
graduate internships and residencies through federal support, state’
¢ -and local support, patient revenues, and out-of-pocket dollars;
"+ graduate medical education speciality choice, geographic
‘. distribution, salary differentials, and future trends; anj
' . objectives, options, and issues in financing graduate medical
"' education, including the possible implications of national health
. insurance. (JMF) o -

&
b5
i
?
£

3
(“}__

i,

E

et
a

Py
PRl

5
%
=

EIEACTESS
A

o

ey

»

&*****;**********#**#*?****f*******************************i***********

* Documents acquired by ERIC include many informal unpublished x
% materials not available from other sources. ERIC makes every effort ¢
* to obtain the best copy available. Nevertheless, items of marginal *
* reproducibility are often encounterel and this affects the guality ¢
* of tne microfiche and hardcopy reproiuctions ERIC makes available x
* *
* *
* *
* *

via—the ERIC Document Reproduction Service (EDRS)._ EDRS is not
responsible for the quality of the original document. Reprdductions

supplied by EDRS are the best that can be made from the oricinal.
A e o o Ao oK A o o o ok o ok ok e ook KK Aok KRR KRR KRR KK A Ak KKK

ERIC
1

R Tt




.~ Fnancing | | -
L and Reimbusement B R
oo - ‘of Graduate - . |
o Medical Education | L
4 B : : A Backgrou‘nd Paper ' |
) A

Low b

< AndN

A R b T

TN

ik ,zsgrEQ‘vd‘w:mﬁJ‘,qu’f
?

.

Fha

- rby A%

; US DEPARTMENT OF HEALTH
5 . EDUCATION § WELFARE -
A . N NATIONAL INSTITUTE OF
: : EDOUCATION
3; . < THIS DOCUMENT HAS BEEN RE PRO
N DUCED EXACTLY 7 PECEIVED § ROM
i THE PERSON OW ORGANIZATION ORIGIN LT
N ’ ATING 1T POINTS OF vIf W OR OPINIONS |
N - . STATED DO NOT NF(FSSAR Y QFPRE |
" SENTOFFICIALNATIONAL NSTITGTE OF -
. US. DEPARTMENT OF EDUCAT On POS 1108 OF Bl st s . |
. HEALY, , EDUCATION.AND WELFARE
H Public Health Service
i . Health Resources Admimstraton - , b
® 4 . ‘
3
. 2
o ‘e x

N - N 4 . .




FINANCING AND REIMBURSEMENT OF
GRADUATE MEDICAL EDUCATION

.

" e Prepared by the Staff and:ﬁonsultants
National Center for Health Services Research

As A Background Paper ior \

The Graduate Medical Education National Advisory
Committee -

March 1, 1977 \




1I.

111

Iv.-

" Tablk of Contents

TABLE OF CONTENTS

o~

1L

List of Tables

Pref&&{ .

" Introdyction

Financihg of Graduate Medical Education :
(Limited to Internships and Residencies)

Background .

Federal Support

Statz and Local Support

Patient Revenues as Reimbursement for GME
Out of Pocket Dollars

mon&a>

Summary of Section II

<

References- - Sect{on Il ' o

Graduate Medical Education Specialty Choice,
Geographic Distribution, Salary Differentials and
Future Trends

Reférences - Section°III

Dbjectives, Opticns ahd Issues
A. Introduction ¢
B. Objectives of Graduate Medical Education
C Options. and Issues in Financing Graduate
Medical Education .

D. PRossible Implications of National Health
Insurance .

References‘- Secfion IV

Summary and Recommendations -

A. Summary of Current Stdtus and Future Options

B. Poliey Implications
C. Recommendations for Research

Appendix I - Supporting Tables

Appendix II- Brief Description of Some of the Citations

“in the Text and Studies in Progress

PAGE

ii
iv

<

"

4 -16
17-27
28-30
31-37
38-40
40

41-42

143-52
53

54
55-57

58-64

65-70
1-72

73-75
76-77

+. 78-79

80-94

$5-97




¥

. LIST OF TABLES - )
s TABLE NO. TITLE PAGE
- I’ Number of Internship and Residency Positions _ )
Offered (Selected Years) 6 i
II. Number of Residency P051t1ons Filled . -
(Selected Years) 8
II1.  Number of Internships and Residencies Offered in,
Osteopathic Medicine (Selected Years) 10
: Iv.: Approved Osteopathic Residency Programs (Seiected Years) n
V. Percent Distribution of House Officer Time ’ 12
V1. Institutional Payment of House Officers . 13-
VII. Numberr of Programs by Sources of Funds for House .
Officer Support s 16
“ “ .
VIII. Federal Outlays for Physicians Training - <19
. JIX. Distribution of Funding to Support Clinical Fellows - 21
X Non-Career House ‘Staff for the V.A. =~ . 23
Xi. House Staff in'Federal Facilities !§ 26
XIT. Medical Residents' Incomes ) ~ 27
. XIII.  Number of House Staff by Type of Governmental Non-Federal
. Hospital Control , 29
X1V, Number of House Staff by Type of Non- Governmenta] Hospital
Control. . 32
XV. Distribution of Funding to Support House Staff .33
XVI. Sources of Revenue in Sample Hospitals 35
XVIi. Sources of Funds for Medicare, Distribution, and Estimated )
& Expenditures 36

XVIIT. Percentage of Hospitals where House Officers are Permitted -
to “Moonlight" in Own Hospital 39

i,




TABLE NO.-(Cortinued) TITLE PAGE

r

- XIX. " Percentage of Hospitals where House Officers are

Permitted to Moonlight Outside Their Own Hospitals,

By Ownersr1p 1972-73 33
XX. Percent Change in the Number of Residency and Total

Training Positions Between 1970 and 1974 by Specialty &4
XXI. Number of Residencies By Census Region and State 45°
XXIT. COTH Survey of House Staff Policy . 46
XYIIT. Housc Staff Collective Negoé&ations 48
XXIV. Supply of Active Physicians (M.D.), By Qpec1a1ty

Actual 1970 Projected 1980 and 1990 . . 50

APPENDIX TABLES

I. Outlays for Physicians' Training, by Agency, Fiscal Years

1968-74 in Thousands of Do:lars . 80
II. Source of Income of Medical Students by Control of

Medical School 3 81
III. - Obligations Incurred by Students Under P.L. 94-484

Health Professions Educational Assistance Act of 1976 82
Iv. Number of Internships, By Type'of Hospital Control ) 83

‘. f "A.
V. Number of Residencies, By Type .of Hospital Control _ " 84
Vi. - Percent Distributidn of House Officer Time ) . 85
VII. Fund1ng Sources Used to Pay Interns and Residents by
- Type of Hospital Control (&xcluding® Federal) 1975-76 - ,

Number of Times Funding Sources were Mentioned 86
VIII. Committee of Interns.and Residents, New York, N.Y. - 87-92
IX. Various Frequency Distributions of Physician Location 93-94

iii




-

. ‘ ) Preface . ’ )

"——?hvs'paper has been prepared as a background paper for the members of the .
Graduate Medical Education National Advisory Committee. It is not am ex-
haustive state-of-the-art- paper regarding the literature on the f1nanc1ng
and reimbursement of graduate medical education but ratnher a reference i «
document to provide the members.with some working knowledge of the current
status of the financing of graduate medical education. some of the policy -
issues surrounding graduate medical education financing, and some residual
research questions which we perceive. The data presented were those avail- . .
ab]e in November, 1976, during the or1g1na1 prepa-ation of this paper.
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CORRECTIONS

in

)

The Financing and Reimbursement of Graduate
Medical Hucation
prepared by the Staff of the ’ .
Nat1ona] Center for Health Seryices Research . .
Health Resources Administration, DHEW ) R

[N - -

1. Tne open1ng sentence of pargraph 2 in the Introduction €hould read:
There is 1ittle argument that the physician is the most expensive ‘e
form of health nanpower or. that the physician is a critical decision-
maker in allocating resources for the production of hedlth care
\ .services. i
2. Lline 6 of paragraph 4 on page 22 should read:-for 1973 (4814) and ” k
those shown in Table XI for 1973 (1100) offered, 1022,

- 3, Second paragraph, line 5 on page 43 should read: geographic distri-
. N bution of ‘residencies by census region and state from the Directory
of Residencieés %§ the AMA, 1976. :

4. Figuresin the second table on page 51 should be corrected in columns

1, 3 and 6 as follows: , >
Projection of Total Number of Residents and '
i Total Annual Salary Costs —~&
_ 1980 AL
No. Salary Total - . No. Sa]ary Tota]
. ${000)
Primary 29,272  $19,042  $557,397 44,565 $49,045 1,918,300
Other 34,362 20,737 712,648 44,565 46,877 2,084,386
Total 63,634 . -- $1,270,045, 89,130 -- $4,002,686

EAN
o,

5. The last paragraph on page 52 shou]d beg1n Section IV discusses the
-objectives of the teaching hospital.. ~
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I.  INTRODUCTION . e .

[} ' hd

The health care industry is one of the most labor-intensive industries in
the American economy. " Any policy of activity which purports to alter the
quantity, control the quality, or contain the costs of health care services
will inevitably affgct and be influenced by the supply and characteristics
of personnel employed in the provision of thesg services.

There is little manpower that the physician is the most expensive form of
health manpower or that the physician is a critical decision-maker in allo-
cating resources for the production of health care services. in addition
to providing their own highly valued services, physicians make decisions in
the patients' behalf regarding the need for and duration of institutional
care. Additionally, they have an influence on the use of many other pro-
fessional and ancillary services and facilities. Thus.their education and
orientation have been singled qut as intervention points as public concerns
have emerged on cost containment and access %o segvices.

Since the 1950's funding for the training of health professions has come from
a_complex array of government agencies which made the Federal government the
principal source of funding for the education of physicians. This support
caused the expansion and restructuring of graduate medical education with

an emphasis on specialization. The biomedical-research training support

also focused on specialization.

The seeds for these becoming major issues were planted in the legislation of
the mid-60's that emphasized in-patient services. The Heart, Cancer, and :
Stroke Act of 1965 plated emphasis on bringing the most sophisticated techn-
ologies in medical care to all hospitals regardless of need. This further
compoundedthe—trend:toward specialization by physicians in training.
Exceedinggthe,impact of this Tegislation, _however, were the Social Security
Amendménts to the Public Health Service Act of 1966 establishing Medicare

(Title XVIII) and Medicaid (Title XIX). - : T ——

There had been a steady growth of third-party insurors for medical care ’

.~ since World War I but few "0f.the patients hospitalized under such insur-

ance were used in-téaching hospitals to teach physicians in training. The
patients who did serve in this capacity were those who occupied the so-called
pubTic beds subsidized by thé hospital in return for some local,. state, and )
federal support. This subsidization led to severe constraints on the number
of residency positions that could be offered by teaching hospitals. With

the advent of Medicare and Medicaid came the same "usual and customary"
reimbursement received for services to other,pafients by third-party payors.
Teaching hospitals weie given an additional source of révenue and could
expand their residency positions. “The keeper of the purse strings had
changed." .

-
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It became evident to policy. makeps“that while highly sophisticated -fechn- | .
.+ .. ologies and physicians capable Af .del¥vering-highly complex care-served . RV
_ .« patients wel], these oataents-were only & small percent of the popu?at1on S
. and a great inequity had grown between dol]ars spent on in-patient servigesy & w<
. the training of physicians’ oriehted- toward the deiivery of sugh serv1ces, A Y '
o and the access to ambu]atory care services by the majority of'the pub]lc

Aarecqgnltlon of this inequity was contained ‘in the support, of Family Med1- - .
cine resrdency programs under the Comprehens1ve Health Manpower Act of 1971 = . .
. . but a giant leap forward is encompassed in the Health Professions Educational
< Ass:stance #Act of 1976° wwth its emphas1s on preparing phys1c1ans to deliver
primary,’ ambu]atory care . .

This paper is therefore organized into some sequential building of the various )
impacts of previous legislation and current sources of financing on graduate -
medical education and leads to:

. Imp11cat1ons for teaching rosp1ta1s ¥or such a change iWfocys, — ° d-&
regarding the financing and reimbursement for graduate medical ¥ < -x
education. _ . L et

. . RPN o
<ouzn,

.

e Potential impact of a,nationa] hea]th insurance plan. ' - '

e Some options available to change specialty choice and geographic
distribution through financing mechanisms.

- Fa ’,
’,

\ ° Need for acditional information about the current status of .
> *financing for polity makers to make 1nformed dec1s1ons

s Needs for_long term.research on the outcomes of pol]cy decisions.

The issues which emphasize the importance of ‘policy recommendations regard-
ing the financing and reimbursement of graduate medical education are dis-

o cussed in detail in the paper:

——o-_In-patient versus outpatient differentials by third party ﬁayors
in the reimbursement for services as training moves to emphasize

primary, ambulatory care. - - . ‘ ) ~
e The vulnerability of educational costs as teach1ng hosp1ta1s moye -
toward cost conta1nment L
e Effect of f1nanc1ng patterns on how teaching’ hosp1ta1s dec1de the ]
kind and number of residency positions to offer }n order to meet
patient care responsibilities. *
e As costs of graduate medical education increase, the viable . .

. alternatives to teaching hospitals to meet their 0bJECt1VES of
pat1ent care, teach1ng,research and prestige.
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. The exploration of these issues for consideration by the Graduate Medical
ey len . Education National Advisory Committee is the primary goal of this paper.
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I1. FINANCING GRADUATE MEDICAL EDUCATION (LIMITED Jo INTERNSHIPS AND
' RESIDENCIES)

A.  Background* ) T . h

Fein and Weber stated in Financing Medical Education "The discussion of
medical edtication usua]sy focuses on the medical schoel “.nd the first four
years of the physician's professional training. Yet, one of the first things
that strikes.the analyst is the importance of the teaching hospital in the
education of the resident. Unfortunately, the only institutional data that
are collected and available on a somewhat systematic basis deal with the

medical school." 1/ . . /

In "Financing Medical Education" Kaufman .points out "A]though the cost of
educating the undergraduate medical student is substantial, available

analyses of faculty and resource utilizatiorf indicate that the majority of’

the cost of medical education actually goes for graduate edqgat1on--the
education of interns, residents...". Thus, graduate education must be con- + -
sidered as much a part of med1ca1 education as undergraduate, and house’

officers receive an increasing proportion of the health care dollar as

opposed to undergraduates. 2/ )

The growth of grdaduate medical education and its attendant costs was remark-
able after the mid-60's decisiuns regarding reimbursemént and recommendations
that academic medical centers assume instititional responsibility for gradu-
ate medical education. During the late 1960's medical schools were mandated

" *c increase tha size of their classes due to a perce1ve3’overa1] shortage

of physicians at that time rather than a, ma]d1str1but1on by specialty and-
geographic location. The combiration of exparded sourcés of revenues for
patient services (Social Security Amendments to the Public Health Service
Act of 1966, "Medicare" Title XVIII and "Medicaid"'Title XIX), increased N
the humber of graduates seeking yesidency positions. The .increased number

of ho§p1ta]s becoming affiliated with academic centers to provide theseé

positions ir response to reimbursement prov1s1ons and the demand for non-

primary,residencies is reflected in the trends in graduate med1ca1 education
through 1974. (Table I) :

.
3

- . . - o]

-
‘

* Excerpted in part.from Medicare-Medicaia Reimhursement Policies, Social
Security.Studies Final Report, Institute of Medicine, Nes, March 1, 1976.
1 - L .
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The number of 1nternsh1ps 1ncreased sbead11y from 1962 to 1972, but dropped
f‘-’};ﬁsharply in the last two years with the phasing out of freestanding intern-
-ships, so that in 1974 less than one percent more were offered than in 1962.
Residency positions, however, continued to increase marked]y in 1974 there
+ -were 53 percent more residency positions offered than in 1962. Much of the
. increase in the last three or four years results from the transformation

; ife sa——ef 1nternsh1ps into f1rst-year residency positions. 3/

-~

“Since fhE~311tla] rapid growth in the 195 e greatesy increase in the
total number of internships and res1denc1e fered was 1n the period from
1968 to 1974. During the same time, the number of teach1ng hosp1tals
associated with medical schoo]s almost doubLed

-
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[ .
" TABLE ]. NUMBER OF INTERNSHIP AND RESIDENCY POSITIONS OFFERED (Selected
i Years 1946-74) -
: Annual Annual
. Percent ] Percent
Year Internships Change Resiaencies Change
1945-46 8,429 ' 8,930
A ) 1950-51 9,370 19,364
. 1955-56 11,616 26,516
1960-61 . 12,507 32,786
A 1961-62 12,074 -4 35,403 8
_ 1962-63 12,024 -1 . 36,502 3
: 1963-64 12,229 2 37,356 2 -
: 1964-65 12,728 4 38,750 4
; 1965-66 12,954 2 38,979 ]
: 1966-67 13,569 5 39,384 : 1
B 1967-68 13,761 1 41,695 < 6
' R 1968-69 14,112 3 42,351 2 -
o 1969-70 15,003 6 45,351 7
1970-71 15,354 2 . 46,584 3
1971-72 15,422 * 50,198 8
: ©1972-73 13,650 -12 X - 51,658 3
— -1973-74 . 12,165 -1 54,137 5.

Source: Directory of Internships and Residencies, 1974 75 (Chicago: American
Medical Association, 1975).
*.less than 0.5 percent.

T A)
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Table II shows the distribution of residency positions by specialty and

- the percent changes for the five-year period 1964-74. ‘Fourteen of the 23
specialties which offered‘residencies in 1963-64 showed a greater growth in
the second five-year period. General practice, which increased slightly
during the neriod 1964-69, showed a 35 percent decrease in residences filled
in the period 1969-74. This decrease has been more than offset, however,,
by the growth in family practice residencies filled, from an initial 265 in
1971 to 1,765 in 1974. Recent data from the National Internship and Resid-
ency Matching Program indicate that in the fall of 1976 61% of U.S. graduates
in first. year residencies will be in primary care; currently defined as

' family/general practice, general internal medicine, and general pediatrics. 4/
-The Health Professions Educational Assistance Act of 1976 (P.L. 94-484)

gives priority to students selecting future primary care residencies and
teaching hospitals providing these programs. —

Formal postgraduate training in osteopathy was first recognized with the
establishment of the Committee on Hospitals of the American Osteopathic
Association (AOA) in 1930. This committee was charged with setting require-
ments for the training of interns and residents and developing guidelines ’

to evaluate patient care within osteopathic hospitals.

In 1936, 18 osteopathic hospitals were approved for training 81 interns. By.
1973-74, there were 67 hospitals with approved programs training 487 interns
and 452 residents. 5/ One year of internship in an approved osteopathic
hospital is required by 35 states for licensure. .

~ Although the number of osteopathic internships offered has remained fairly
steady, increasing only-19 percent since 1964-65; residencies offered have
more than tripled in the same period (Table I1I). The distribution of
residencies offered by specialty (Table IV) depicts the growth in training
in the surgical subspecialties, internal medicine, pediatrics, pathology,
and radiology. . .

Traditionally, hospital costs associated with graduate medical education,
such as house officer salaries (which in 1975 averaged $11,250 per year for
Fivsteyear—residents—in_hospitals associated with a medical school) 6/
have been paid out of patient care revenues, Or fromstate—and—local-appro-=
priations. These costs are included in the computation of hospital daily
rates. 1In the Institution of Medicine's.study of a sample of 81 teaching
hospitals, house officer salariés represented an average of four percent W~
of total expenditures. In recent years, concern has been expressed as to
whether such custs should continue to be defined as patient care costs and,
therefore, paid by or on behalf of the patient receiving care in teaching
hospitals, or should be defined as education ‘costs to be financed by the
community at large. ) ) .

~




" Source: D1rectory of Internships and Residencies, selected years (Chicago:

¢/ First offered in 1970-71 (20 positions).
d/ First offered in 1972-73 (56 positions).

TABLE IT. NUMBER OF RESIDENCY POSITIONS FILLED (Selected Years, ]964 -1974)

Pereent Percent
: Change ,Change

Specialty 1964 1969 1974 1964-1969 1969-1974
Total 29,295 34,609 48,869 18 41
Anesthesiology 1,145 1,502 2,008 31 34
Colon & rectal surgery 16 29 30 81 3 -
Dermatology 410 512 688 25 34
Family practice - - 1,765 - a/
General practice : 370 402 260 9 | -35
Internal medicine 5,129 6,163 9,427 20 53
Neurosurgery 435 504 609 16 21
Neurology 503 684 981 36 42 B
Nuclear medicine - - 4 - b/ "
Obstetrics & gynecology 2,457 2,503 3,183 2 .21
Ophthalmology 969 1 238;‘ 1,500 28 21
Orthopedic-surgery 1,388 1,573 *° 2,268 13 44
Otolaryngology 621 873 995 4] 14
Pathology - 1,944 2,230 2,846 15 . 28 .

Forensic ° = = 31 - </

Neuropatho]ogy - - 57 - d/ \
Pediatrics 1,820 2,185 4,231 20 94. R
Pediatric allergy 23 65 99 183 52
Pediatric cardiology 33 125 120 279 N -4
Physical med. & rehab. 181 277 368 53 <33
Plastic surgery 152 - 201 362 32 3 80
Psychiatry 3,274 3,620 4,315 -1 19
Child psychiatry ) 343 473 588 38 24
Radiology . 1,490 2,240 1,205 50 « 59e/
" Diagnostic . - .- 2,009 - -

Therapeutic - - . 348---— - e o e,
Surgery 5,656 6,064 7,131 7 18
Thoracic surgery 224 279 282 25 ]

Urology n2 867 1,122 22 29

. T e e e -

American Medical Association).

a/ First offered in 1970-71 (265 positions). ‘
b/ First offered in 1973-74. . ‘ ;

e/ Calculation based on the sum of positions for rad1o]ogy, diagnostic
radiology, and therapeutic radiology.

16




i If each beneficiary program were to pay its .fair share of the house officer

N salary and other training costs within the hospital, 'an allocation of the

. "L house officers' time to the major programs to which they contribute -- edu-

Lo cation, patient care, their own learning, and, in some institutions,” research
--would be required. However, 67 percent of a house officer's time is spent
in the joint activities of patient care and teaching or patient care under
direct, supervision, a joint patient care and learning situation for the house

) officer (Table V). Only half their time is spent in distinct and separate

L. activities. A method such as the one used by the Institute of Medicine to

determine the costs of medical student education, might be used to allocate

housc officer's timé among separate activities.’ (See page 33)




-
{' TABLE 'TII. NUMBER OF INTERNSHIPS AND RESIDENCIES OFFERED IN OSTEOPATHIC
A MEDICINE (Selected Years, 1948-74)
% Year Inter;ships Residencies
% 1948-49 325 NA
1949-50 350 NA
1963-64 NA 239
) 1964-65 - 540 NA
1968-69 568 652 -
| 1969-70 . 569 NA
1970-71 560 NA
| S 1971-72 586 , NA
1972-73 598 - 825
1973-74 : 643 889

Source: American Association of Collegeés of Osteopathic Medicine, personal
B communicatiqn, November 18, 1975, IOM Study, p. 154.

NA: Not available

-10-
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TABLE IV. APPROVED OSTEOPATHIC RESIDENCY PROGRAMS (Selected Years, 1963-1974)

" Specialty 1963-64 1968-69 1973-74

Total approved programs 239 652 889
Anesthesiology 25 85 99
General practice -- -- 15
Internal medicine 48 122 169
Neurology -- 1 9 .
Obstetrics & gynecology 14 38 65 N
Ophthal. & otorhinolaryn 8 30 54 N
Pathology 13 46 52 AN
Pediatrics 10 35 46
- Proctology -- -- 1
Rehabilitation medicine -- -- 4
Psychiatry ' -- 44 25
Child psychiatry -- v -- 3
Radiology 38 79 108
Roentgenology 6 5 .3
" Surgery ' : N
General” : , - -65 129 146
Neurological . -- ) 5 6
Orthopedic - 12 29 66
Thoracic cardiovascular- -- -- - 3
Urglogical ] . -- 4 15

Source: American Osteopathic Association, .personal communication, November
17, 1975, 10M Study, p. 155.

-N-
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TABLE V. PERCENT DISTRIBUTION OF HOUSE OFFICER TIME

. o Under-
: , Graduate graduate
Activities Total Principal associated associated Independent

Total 100 100 100 100 100
} | Patient care total 67 64 70 3 n
) Patient care with

" direct supervision 29 28 32 31 34
o . Patient care without
cd i ... direct supervision 38 36 38 42 37

- : Teaching with patient

care 17 18 17 14 15
. Learning 10 10 8 ' 10 10
? Teaching . 2 3 2 1 2
% N Research 3 ! ‘ 2 . | R
- Administration L R 1 1 1.

Source: Institute of Medicine. Study of 81 Teaching Hospita]s’
o
P Definitions: N 5

" Principal ‘teaching hospitals are those in which the medical school clinical
department chairmen direct the graduate training programs in the hospital.

Graduate associated teaching hospitals have at least one medical school
integrated groduate training program but may a]so have "independent"
programs.

P

. Undergraduate associated teaching hospitals have independent graduate
-~ medical "education programs but medical schools may use the hospital for
. ~ 3rd and 4th year med1ca] students - - R o

___lndegendent teaching hospitals have no medical schoo] aff1]1at1on 5/

o

\




Institutional Support of House Staff Salaries

There are three main patterns of institutional payment of house staff salaries.
A11 the funds may be provided by the hospital, or the medical school acting
as a transfer agent for public funds, or they share the costs between them.

TABLE VI. INSTITUTIONAL SOURCES OF PAYMENT FOR HOUSE OFFICER SALARIES*

Institution Local Grad. Ungrd.
.Paying State Local Private Assoc. Assoc. Assoc. Independ.
Salaries** Total Princ. Princ." Princ. Private Private "Private Private
Total 81 3 4 9 1} 2010 ¢ 10
Hospi tal 50, 5 - .3 7 15 10 10
- Medical ‘ ' -
Vo SChop] 6 ~ .2 - - 1 3 . - -

Shared 5 7 Ty 6 3 6 - -
, i
- Source: Institute of Medicine. Study of 81 Teaching Hospitals
’ * For definitions,..see Table VY.

A

**At one site, the medical schocl and its associated hospitals have estab-
lished a n0nprof1t corporation o select and pay the house officers in the
corporation's approved training programs. ' The hospitals reimburse the
corparation for their respective share of the house staff salaries, and
the medical school shares the administrative costs equa]]y with the
hospitals.




Table VI shows the patterns of payment for the house staff salaries at the 81
non-federat hospitals sampled in the Institute of Medicine's study on Medi-
care and Medicaid Reimbursement Programs within the same hospital may have
different sources of funds for house officers salaries (stipends* )

At 50 of the 81 non-federal hospitals, the full costs of house staff salaries
are paid from hospital operating furds derived mainly fiom hospital charges
to patients. Grants, gifts, endowment income, and income from the auxiliary
enterprises of the individual hospitals comprise less than 15 percent of
total funds. At the six hospitals which indicate the medical school as the
payor of house staff salaries, the funds were obtained from state appropria-
tions. State money is usually appropriated to medical schools to be used at
the discretion of the school for support of its medical programs. However,
the school often accepts responsibility for provisicn of care to the state
indigent population as a condition for receiving the appropriations. FHence,
at four of the six state hospitals where costs are shared by the hospital
and medical school, the medical schools use state money ror their poriiun.
At the other hospitals in this group, sevéral sources including.local
government funds, grants, and practice plan moriéjy are used to make up the
medical school share of salaries. However, at 20 ¢: the 25 hospitals where
costs are shared, the hospital pays. 75 percent or morigbf the salaries.
The Comprehensive Health Manpower Training Act of Fb$¥:$P.L. 92-157) first
provided grants to schools of medicine, osteopathﬁg orydentistry to assist
in meeting the educational costs of the first three years of graduate
. training programs in primary care or any shortage area of physicians or
dentists. This act also provided grants in the amount of $3000 per trainee
to any public or voluntary hospital to develop approved training programs
family medicine. There were special project grants for curricuium im-
provement with emphasis on family medicine, interdisciplinary training and
enrollment of students 1ikely to practice in shortage areas, including
‘nority students. - ]

Table VII shows-responses from training program directors about source of
funds for house staff salariec +n their particular programs. It is clear
that the principal hospitai . «ining programs have access to more fund

..urces than those not so c'csely associated with medical schosls. However,
more than half of all programsrely solely on hospital operating funds; the
second major source of support is state and local government appropriations.
Most of the 88 programs indicating the medical school department as their
source of funding use state appropriztion money to pay house officer salaries.
Medical service plan 7unds are used to suppert individual house officers in

a few of these programs. - 7/

*These are actual salaries but because of the educational cbmponent they
are frequently referrad ta as stipends.




“Included in the group who received support from multiple sources is a program
. for which the university hospital pays the salaries of all first, second, and
» third year residents from hospital operating funds, and the school pays

fourth year residents from severa] sources including state appropriations
and training grants.

»

Unfortunately there is a limited amount of hard data that give comparable in-
formation on the current financing of graduate medical education. A descrip-
tion of the studies providing the principal sources for the data cited or

- extrapolated in  this paper are found in Appendix II. In the following text,
) therefore, we will attempt to define from these 1imited data the sources of

—o-SUPPOrt for graduate medical education and do]1ar estimates on the extent of
. that support

°

-

There are three sources of support for graduate~med1ca1 education: direct
support of residency programs in federally financed hospitals; direct
support by local and state governments of their patient care institutions;
< and indirect support through patient revenues from third party payors -
private, state, and federal. This section attempts to look at all three. .
The impact of the first two will, in all probability, remain stable. The :
implications of the indirect reimbursement through patient revenues and
whether this is an appropr1ate p1acement of an educational process w1th1n
the delivery of medical services is a maJor 1ssue
Th1s~sect1on, therefore, looks at the currenf status on the financing of
graduate medical education from the direct (federa]), state, and local govern-

ments) and indirect payments (third-party: private, federal, state and local) >
perspegtives. ’

2°
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TABLQ VEI. NUMBER OF PROGRAMS BY SOURCES OF FUNDS FOR HOUSE OFFICER SUPPORT

.

Local . Grad. Ungrd.

L - [

Source of State Local Private Assoc. Assoc. Assoc. I
Funds , Total Princ. Princ. Princ. Private Private Private P
0 .‘
Total programs 407 122 27 78 44 56 *© 44 ,
Hospital 245 26 4 -40 39 44
Operating fund 215 18a/ 7 3 34 34 42
Grants and .~ :
operating funds 30 8 2 5 6 5 2 -.
v [ o \
Medical. School 99 55 7 17 4 16 -
Department a/ 88 55 76 12 T 1 S
Grants 10 - - 5 - 5% -
Department and ‘
«> grants 1 - 1 . - - - -
Multiple sourtes b/ 63 41 1 20 - 1 -

Source: Institute of Medicine. Study of 81 Teaching Hospitals.

a/ These are mainly state and local government funds. A few programs at them;E
‘private schools use practice plan money to support ope or two fellows in
the programs. {

b/ Combination of hospital and medical school funds plus grants or contracts

with other hospitals or agencies.

Fox definitions, see Table V. : L
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14 o
B. Federal Support for Graduate Medical Education (excluding third

party payments through matchirg funds* and Medicare subsidy which
are included under D. below)

Previous data regarding the total number of house staff (interns and re-
sidents) who receive direct federal support shows that tney represent only
15% of the national supply of physician manpower in training. This is based
on the estimates that there are approximately 48,000 physicians in training’
in the private sector as opposed to some 7,000 physicians in training in the
public sector including the Veterans Administration, the Department of Defense
and the Department of Health, Education, and Welfare.

This suprort is derived principa]]y from the Veterans Administration and tie
Department of Defense. The dollar outlays from the Department of Health,
Education, and Welfare are concentrated on undergraduate medical educat1on
through the Bureau of Health Manpower (BHM) in the Health Resources Admin-
jstration (HRA) of the Public Health Service. BHM has accounted for_ approxi-
mately 80%.of DHEW's outlays for physicians' training annually since 1972
and almost entirely for the escalation in these outlays for DHEW between
1969 and 1974. (Append1x Table I) The Bureau's funds have been divided
_among. the various .ypes of training assistance in the past. »About 80 per-
cent of the total outlays have gone for institutional support, split fairly
evenly between formulalcapitation grants and other types of institutional
grants. Most of the remaining money has provided student assistance in’ the
forms of loans, scholarships, and traineeships. Its impact on graduate
medical education_has more to do with choice of the type of residency
selected by the student under conditions specified in various scholarship
and loan programs rather than financing. (Appendix Tavles II and III)

There has been support,of”%m1]y Medicine programs since 1971 wh1ch re- ,
presents a small portion of the budget of the Bureau of Health ‘Manpower but
does indicate a thrust toward such programs in medical schools and teaching
hospitals. Since this dolilar value is so low in terms of the total budget
for the Bureau of Health Manpower, it will not be considered further in
examining the policy issues surrounding graduate medical education, parti-
cularly in terms of direct federal support. The following table shows

the growth'of Family Medicine programs, the total number of residents and
the dollars expended. These figuras must be viewed in terms of fotal
expend1tures for the development of such programs, including curriculum
development, additional faculty, etc. and not in the mathematical exerc1se
of total expenditures versus number of residents --

* Title V Maternal and Child Health for which no estimates can be madé in
, this report. However, the patient revenues shown in Table XVI, page 35,
from Medicaid represent a 50-50 reimbursement between states and theﬂ?

Federal government for services.

-17-
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BHM SUPPORT OF FAMILY MEDICINE, PROGRAMS

\

. L Y72 FY.73 FY 74 RV T5  FY 76

“Number Programy - . / ' e
Receiving Suppart, - 52 82 137 150 il6

Total Residents’ - 550 1200 2000 © 2533 2088
Dollars _ 5.0, 13.8 - 14,5 15.0 15.0

4 '.. . - ‘ .ﬂo.. . . N
An additional policy issue has.arfgen regarding the ambiguity of the educa- é
tional process as supported by these programs and the possible double federal :
reimbursement under Medicare for patient care services provided by these -
physicians in training with an indication that these must be delineated for +*
reimbursement purposes. . That cantroversy is clearly beyond the scope of -
this paper but gives.additional credence to the issues of education versus :
patient, services and who should pay. - _ R o

In an attempt to define federal outlays and excluding the BHM contribution
.~ which focuses primarily on undergraduate medical -education*, Table VIII

shows outlays for physicians' training through direct federal support from

DHEW. It has been comparatively low and consistant. . ’ v

Following are some summaries of the Public Health Service support of graduQ
ate medital educatiohn: \ ‘ ) ‘. '

™

* Thfsadisregafds the S15M for Fami]y; Madicine. since as Appendix Table I
shows, this is-out of a total budget of $183M.

X
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R ' ' -7 TABLE VITI . oo

G

n
A3
-\

O . : o Federal Qutlays-fon Phys1c1ans Tra1n1ng, by Agency e
— ' (excluding HEW/HRA/BHM) e
e Fiscal Years 1969-74 )
) « in thousands of dollars

A

1969 1970 1971 1972 1973 1974

fotal\ ' N 123,386 132,721 : 144,355 156,193 = 163,029 %17,207

L ’, DHEW Total . ) : 4°3,093'G 49,171 45,691 56,365 44,272 48,492
T : Public: Hea]th Service o .

I : , HSA: Health Services 3,207 4,895 - 3,282 4,062 5,512 8,018 -

S T Indian Health. Services 686 860 893 642 \ " 615 665 ;
%f; L ADAMHA , 30,743 34,936 32,291 42,294 27,219 28,429

_ P sRs _ 4,696 4,500 4,300 3,38 3,804 3,000 - ;
é;;?“{'“ ' Other HEW* 3,76f 3,980 4;925 5,986 7,072 . 8,340
; Appalacchian Rey ‘onal Com. 3 . 298 98 527 455 224
§% ‘ s;pgrtment of Defense 32,187 24,120 32,121 22,088 27,664 67;303
. Vetérans' Administration - 48,103 59,132 66,445 77,213 90,71 101,188

‘ *Inc]uaes Howard University énd St. Elizabeth Hospjta]s , . l - 2

5 - Abbr: HSA-Health Services Administration; ADAMHA-Alcohol, Drug Abuse and Mentgl Heal th Administration
b SRS-Social and Rehdbilitation Service .

Source: Federal Health Spending 1969-74
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The Health Services Administration {HSA) of the Public Health Service (PHS)
encompasses the provision of health services as mandated in the PHS Act.
These include, but are not limited to, the Indian Health Service Hospitals
and clinics, PHS Hospitals and C11n1cs (Division of Hospitals and Clinics),
Federal Prison Medial Facilities, and U.S. Coast Guard Facilities. The.
Public Health Service accepts residents through the PHS Commission Corps
after the completion of one year of graduate medical education. Ih addition
the PHS accepts residents c]ass1f1ed under the General Schedule by the Civil
Serv1ce Commission.

The increase in HSA outlays in Table VIII is a partial reflection of outlays
for the National Health Service Corps scho]arsh1p program in undergraduate
medical education. The National Health Service Corps (NHSC) was established
under provisions of Public Law 91-623, December 31, 1970:~ The legislation
authorized establishment within the U.S. Public Health Service of an admin-

istrative unit to improve the delivery of services to underserved communities’

and areas. The NHSC scholarship program established through P.L. 92-585 on
October 25, 1972 was designed to obtain trained physicians and other health
professionals for the NHSC. To be eligible the individual had to be enrolled
or accepted for enrollment as a full time student in a program leading to a
degree in medicine or other health related specialty. The applicants for
scholarships have exceeded the number available. In 1974-75, 1480 scholar-
ships were awarded averaging about $10,000 a year in tuition, fees and

1iving expenses. Preference for scholarships was given to students on a
basis of.interest in primary care training, academic performance, and near-
ness to completion of academic training. Participants are obligated for a

year of service in underserved areas for each year of support. Though there .

is no direct support for residencies, deferrals on "pay back" can be secured
to complete residency training in family, internal or pediatric medicine.
The impact of this endeavor is toward specialty choice and distribution for
primary care providers in underserved areas. This is once more a small
federal program which has ga1ned added emphasis from the new manpower 1eg1s-
lation. It is a very expensive program which has taken into account many of
the options outlined in this paper.

Within the Health Services Administration also falls the Maternal and Child
Health programs (Title V). Approximately $1 million each year of the Health
Services outlays (HSA) has been spent by Maternal and Child Health program
on grants to university-affiliated mental retardation centers. These funds
support advanced training for physicians, with the ultimate aims of pro-
viding staff for the centers and increasing the numbers of physicians who
specialize in the care of the multiplely handicapped child. ‘

Within DHEW, Alcohol, Drug Abuse, and Mental Health Administration has the_
greatest outlay for medical education in DHEW, excluding HRA/BHM, $28 million
(Table VIII). Figures showing the distribution of the funds between GME
categories and institucional support for the training of undergraduate

-20-
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medical students are unévai]ab]e.

‘and costly.

a5 ‘
A Insofar as GME is concerned,. however, it
would appear that that portion of the outlay represents the support of

residencies in psychiatry that follow completion of basic residency training.

They can therefore be classed with clinical fellows that the National Insti-
tutes of Health support for subspecialty residencies. (Discusseq subse-
quenitly). The numbers of individuals are not great but the training is long

" The Social and Rehabi]itat%on Serﬁice supports residency training for physi-

cians in physical medicine and rehabilitation, and summer fellowships for
In 1973, 675 students received

medical students in the same specialties.
some support. The level of support overall declined from a high of $4.7

. ‘'mitlion in 1969 to a low of $3 million in 1974 (Table VIII).

b
The full impact of the decision by Congress in 1973 to discontinue support
of training for NIH clinical fellows and training in public health and
health services research for physicians and other health personnel is
emerging in 1976-77 as the last of these programs are phased out. Table
IX shows the support for clinical fellows for the year 1975-76. Even with
substantial direct support from federal scurces, 44% of the dollar support

for clinical fellows comes indirectly from patient revenues, reflecting the
general subsidy of GME. . ¢

~

TABLE IX

3
Distribution of Funding to Support Clinical Fellows
1975-76
L@
Percentage of
Sources of Funding Dollar Support
Patient Revenue _f' ‘ 44
NIH 23
VA and Other Federal 14
Private Foundation 10
State and-Local Government 6
Medical School ) 1
Miscellaneous , 2

Total

Source: COTH, Association of American Medical Colleges
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Thus, we see that, even excluding the outlays by HRA/BHM, the direct dollar
outlays by the remainder of DHEW for the training of physicians consist of a
combined support for graduate and undergraduate medical education. Support
to institutions and hospitals contributes to both particularly with the
extent of affiliation of teaching hospitals with medical schools. Extrapo- '
lations or generalizations of the data presented must be ‘considered estimates
in lieu of unavai]a@j]ity of more precise information. It is obvious, how-"
ever, from the total figures shown for DHEW in Table VIII, $48.5 million in
1974, that the majority of the federal non-military related health care
dollars spent for GME is indirect support through third party payment
(matching funds with states) and tax subsidy of Medicare.

. -
Most analyses of medical manpower exclude the Veterans Administration and the
Department of Defense because of their acfined nopulations. They are in-
cluded here because of that usual exclusion  Though the numbers may be small,
they represent a significant dollar outlay in caring for the populations they
serve.

In 1974-75 the VA participated in 988 residency programs for physicians. of
these, 856 were components of residencies approved in the name of a group of
hospitals including, among others, university or medica}l center hospitals and
VA hospitals. The remaining 132 were programs for non-VA hospitals providing
wvarying periods of training. 8/

Table X shows the authorizations for intern and resident positions with doliar
amounts for 1970-75-for. non-career house staff. The increase in resident
positions is reflacted in the increased dollar outlay for the VA for physicians
in training in Table VIII (page 19). The VA dual system may also account for
the discrepancy between number of residencies authoriz ! shown in “able X

for 1973 (4814) and those shown in Table XII Tor 1973 (110 offered, 1022
filled). It also points to the artifact of reporting authorized positions
without also reporting the number filled and by whom as shown in Table XII.
This problem has relevance particularly to Foreign Medical Graduates. Of

all federal teaching hospitals, the VA is the most dependent on FMGs in
residency positions (Table XI). ) b

The Veterans Administration established a career residency program in 1953
for recruitment and retention of physicians. Participants in the program in-
curred an obligation to remain in VA service for a period of time ranging
from 12 to 24 months after completion of training. The obligation could

be cancelled by repaying 90% of the difference betweer earnings received es

a participant and the maximum that would have been received as a non-parti-
cipant. T7he program was discontinued in February 1973 as neither cost
beneficial nor an effective method of recruitment.

Now residents are "non-career," that is residents of hospitals of affiliated

medical schools who spend 6 months or more at a VA hospital., The "shared -
residency” provision described in the current manpower legislation (P.L. 94-

484, Appendix II) for part-time positions is similar to the non-career

-22-
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program of the VA in that two or morc individuals may “share" the same
residency position offered by the hospital during any one reporting year.
~ This confounds the difficulties of securing accurate inforflation regarding
physicians in training and shows the need for a uniform reporting system
reflecting positions offered and percentage filled by percentage of time
of residents. : ..

1

TABLE X ,
NON CAREER MEDICAL HOUSE STAFF

Department of Medicine and Surgery, Veterans Administratisp -

(Dollars in Thousands)

INTERNS _ RESIDENTS (OTALS

b Positions ‘ Positions , Positions. :

Authorized  Amount  Authorizéd  Amount  Authorized  Amount

FY 1970 451 $ 3,226 3,778 $35,900 4,229  $39,126

FY 197 445 $ 4,154 | 3,878 ° $43,092 . 4,323 $47,246

FY 1972 542 . $5,281 . 4,168 $49,141 4,710 $54,42é:

FY 1973 641 $ 6,460 '4,8]4 $57,756 " 5,455 $64,216

FY 1974~ 694 $ 7,724 5,077 °  $68,519 5771 $76,243

FY 1975 805 ., ~ $10,305 5,714 $79,069 6,519 $89,374

. Source: Adminis.rative Operatic.s Staff, VA. 1976.

In dollar outlays Table X shows the amount authorized for non-career house
staff only while Table VII1 (page 19) reflects total outlays for all physicians
in training including "shared residencies" and career physicians. These two
tables also exemplify in only one agency the difficulties in specifying GME
costs given different years (Table VII-1974 and Table X-1976) and different
bases for reporting.

A11 of the services in the Department of Defense (DOD) have programs which are
directed toward acquiring physicians and dentists through education related
programs. Individuals are commissioned in the services while still students
or, in the case of officers already on active duty, undergo training while on
active duty. As stated previously, these programs are ordinarily excluded in-
analyses of GME but they do have implications for:the private sector in )
modeling service provisions. In addition, they serve a significant sample of
the population, the young and middle-aged, in a "pre-paid" system'from which
much could be learned regarding costs of education versus costs of services.

gE
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They are also an additional resource to the private sectar after completing
their military obligations. -Since little is known of this outside the Armed
Forces, & brief description follows on the Army's recruitment format as an

example of the Armed Forces in general.

7

~ Among the programs is the early commission program of the Army. Under the

provisions of this program, students are eligible to affiliate themselves
before graduation with the Army. Selected participants are appointed
officers (2nd lieutenant) in the Army Reserves. Once professional edu-
cation or residency training is complete, individuals are obligated to
serve 2 years active duty. A similar program is-the Army residency delay
option available to medical school graduates. By electing to participate,
students are permitted to delay active duty until residency training is
accomplished. A minimum active duty obligation of 2 years is incurred by

_participants in the program.

To,qualify for Army sponsorship. of a residency program, applicants must be
graduated from an approved medical school. While receiving specialty train-
ing, physicians will receive privileges and benefits of their active duty
rank. Most residencies are conducted in Army hospitals. Residents must
agree to serve 2 years of active duty for completion of residency training.
Similar obligations are applicable for participants of the first year.gradu-
ate medical education program. However, the training period for students
in this program is only 1 year. During this time individuals also serve

on active duty as commissioned officers. 9/

Table XL.indicatés that there were 502 internships and 2968 residency
positions filled in FY 74 in federal programs and Table VIII (page 19)
shows a dollar outlay of $67.3 million for these physicians in training.

Table XII shows the comparative salaries of residents in the uniformed
services, the PHS Civil Service, and the private sector.

In summary, direct Federal support for graduate medical education has an
impact beyond the recruitment and training of physicians_into the Armed
Forces and the Pubslic Health Service. Once these physicians have' served
their obligations to the uniformed services they are potentially providers
of medical care in the private sector. The non-career residency program

of the Veterans Administration allows physicians to opt for careers either
in or out of federal service. The VA residency program comprises over half
of direct federal support for residency positions. However, the total
number of residents including the Armed Forces, the Public Health Service
(DHEW) and the Veterans Administration, receiving direct support for gradu-
ate medical education is small compared with the number of residents in the
private sector. The impact of federal support for GME is principally in
the form of indirect third party contributions through Medicare and the

federa) portion of Medicaid to patient revenues (discissed in D. below).




Section C focuses on dJdirect support of graduate medical education by state
- _and local governments insofar as approximations could be made from the data
- ‘.. -available. -

E=r=y

IR}
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roon ) TABLE XI: HOUSE STAFF IN FEDERAL FACILITIES-BY TYPE OF HOSPITAL CONTROL
k Total Grads., - Total
, Positions Positions Positions us Foreign Percentage Res{dency
, No. of Offered Filled Vacant Per-  Canada Graduates For. Grads. Positions
No. of Approved  Sept. 1, Sept. 1, Sept. 1, centage Sept. 1, Sept. 1, in Fflled  Offered
Control Hospitals Program 1973 1973 1973 Filled 1973 1973 Positions 1975-1976
. Number of Internships No. of Interns on Duly
Federal .
U.S. Afr Force 3 7 42 42 - 100 42 - . 4
U.S.. Ammy 7 41 182 7 5 97 177 - - 86
U.S. lavy : 5 54 138 12 14 90 199 2 2 62
U.S. Pubifc Health Service 4 14 86 65 21 76 50 15 23 s1
Yeterans Adninistration 40 9 83 79 4 95 83 26 33 -
Other Federal ' 2 J4 30 _ls 2 60 Mk _5 28 2
, Total Interns 6 139 558 502 56 90 454 48 10 215
. ? - Number . ¥ Residencies No. of Residents on Dut
Federal
U.S. Air Force 5 31 373 n 62 . 83 310 1 - 415
* U.S. Army 12 94 884 197 87 90 776 21 3 1,131
h U.S. Navy 12 N 135 645 90 88. 640 5 1 880
U.S. Public Health Service 9 24 167 125 42 75 114 1" 9 207
VYeterans Adninfstratfon 100 124 1,100 1,022 78 93 425 597 58 1,328
Other Federal _5 _14 98 o8 30 69 _50 8 26 130 °
Total Resfdents 143 385 3,357 2,968 389 88 2,315 653 2 4,091
Grand Total - 524 3,915 2,410 4“5 e 2,769 0 4,306
silyti Dircctory of Approved Rasidencies, AMA, 1975+76. Excerpisd from Appendix Tables WandV, '
t
k]




TABLE XII ;

- ~ Medical Residents' Incomes - 1976 .

= Current Monetary <Income Only (Retirement Excluded)

<

3'1‘-DOD ' $21 thousand

3‘:_EHS - Commissioned Corps ‘ $21 thousand . . ¥

!ﬁ, - Matches rates of local hospital that is the primary affiliation
hospital of the teaching institution -

~

- . average ! $14 thousand

- . PHS - Civil Service - Matches local prevailing rates’

C ) : _ average $13 thousand

b | :
2;“" Private Sector average $13 thousand - ' :
. T '

;*w Source: VA and PHS-Civil Service, agency, data. DOD and PHS~Commissioned - i

, — Corps, computed from pay and allowance tables.

N Erivate'gector-Data from Council of Teaching Hospitals, AAMC. ‘ L =
é’(l A ‘ ¥
For physigians in training, VA anu the General Schedule for

Civil Service match local ratés. The COD and Public Health
Service Commissioned Corps treat residents as regular officers.



" Iible XIII shows the number of intern and resident positions in state and

State and Local Support of Graduate Medical Education

*

If data on Federal direct support specifically for GME are difficult to
break out, state and local data are even murkier. In the annual survey
of its 400 constituent teaching hospitals (both public and private) the
Council of Teaching Hospitals (COTHg of the Association of American
Medical Colleges 10/ it was reported overall only 5% of dollar support for
house staff came from state and local government (Table XV page 33). How=
ever, if sources of revenue in the 1974 sample of hospitals in the Insti-
tute of Medicine Study 11/ are examined, 26-30% of revenu: tor state and
local hospitals (public only) comes from government.soiurces (Table XVI
page 35). While revenue percentages cannot be equated with house staff
surport percentages, it can be inferred from these data that substantially
more is contributed to findancing graduate medical education by state and
local tax funds than is reflected in aggregate data that include both
public and private hospitals. .

When the COTH data are broken dewn by public versus private teaching
hospitals, it corresponds to the IOM data. State and local funds were
cited by 9 of the 58 state and municipal hospitals as the source of over
91% of support for interns and residents (Appendix Table VI). The impli-
catiogs of this for geographical distribution are related to ¥ederal
supgort of state and local university affiliated teaching hospitals and
medical schools. ~Research supported by. the National Center for Health
Services Research suggest that location of graduate training is an
important determinant of practice location, particularly when combined
with medical school ‘training and prior residence. However, the retention
rate of physicians varies significantly by state. 12/ L

local affiliated teaching hospitals. The most arresting figgres are @hgse'
concerning Foreign Medical Graduates who fill 28% of the rgsident positions
in state and county hospitals and 62% in city hospitals.




Governmental Non-Federal

Filled

- Control spita Programs 1973 1973 1973 1973 1973 Positiris”  1975-1976
- .-0f internships j = 0f Interns on Duty .

‘91

State 49 147 960 877 83
County 33 ne 889 847 42 95
City 32 8 597 ~ 550 47 92
City-Council 1} 28 . 180 167 13 93
Hospital District = 10 38 170 49 2l 88
Total Interns 135 410 2,796 2,590 206 93
"'8 No. of Residencies
' Governmental Non-Federal \?7
State 212 475 5,188 4,516 , 672 87
County Al 214 2,462 2,239 ’ 223, . 91
City 45 107 1,266 1,170 96 92
City 20 70 ¢ 401 351 50 88
Hospital District a2 2y ¢ 272 49 ._85
Total Residents 360 888 9,638 8,548 1,080 89
Grand Total 495 1,298 12,44 11,138 1,296
" ) Sources Directory of Approved Residencies, AMA, 1975-76, Excerpted from Appendix 1‘_ablu IWand V.

- . TABLE X111 “2
I3 .
a Number of House Staff,. 8y Type of Governmental Non-Federal Hospital Control ¥
2 Joual Total , Grads.,
T - Positions Positions “ Positfons us
No. of Offered Filled .Vacant Per- Canada
. No. of ;  Approved Sep?. 1,  Sept. 1, Sept. 1, centage . Sept.-1,

831
705
269
153

2

2,082

3,270
1,612
450
297

230

5,859

" 7,941

Graduates For. Grads. Posftions

Foreign Percentage " Toted
Sept. 1, in filled Offered

46 5 249
1“2 . 17 253
281 51 87
‘14 8 43
2 au 55 .
508 20 37
No. of Resfdents on Duty a
1,246 " 28 5,990 ‘
627 .28, 3,38
720 62 1,533 :
54 15 558 \
42 s - 42 -
2,669 L I I R
3,197 X B
é




In Summdry, it is not possible to segregate state and local government dollar
outlays for GME from undergraduate medical education. Using the civilian.
average salary, $13,000 shown in Table XII, it can be very roughly estimated
that for the 12,493 positions offered in 1975-76 with 90% usually filled,
with approximately 30% of support coming from state and local appropriations .

»{Table XVI, page 35), we,can ¢ome to a very gross outlay by state and local
governments .for direct support of GME of $43.8 M. ‘ ‘ .

-
' LY

It must be emphasized that this is an approximation of direct state and
~ logal support for residency programs and does not reflect the indirect con-
tributions from patient revenues, e.g. Medicaid, in which state governments,
share these €osts with federal support. An attempt to bring together these
"sourges of support for GME based on third party payments (patient revenues) )
* Yo teaching hospitals is presented in Section D. .

e N — -

-30-




2% 5 TV A, G ks St LT EmR o Se s

v N A

.

o

D. Pgtieht Revenue as Reimbursement for Graduate Medical Education

/‘/’A - ot

As noted previously, the prepondéirance of internships and résidency positions

are in the non-governmental “teaching hospitals.  The incumbents in thesg

_positions are usually referred to as "house officers." Table XIV shows the

distribution of these positions. "Combined hospitals" designate hospitals ’,’
in which residency programs are supported by combinations of several

hospitals under different types of control. "Non-Profit Corporation" ..

designates voluntary community hospitals. "Proprietary" are for-prgfit
¢gospita1§.- inK\.
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TABLE X1V

a

. ' RN
Number of House 3taff, By Type of Non-Governmental Hospital Control” ™™

Total Total Greds., .
. Positions  Positions  Positions s US Foreign  Percentage Total
No. of Offered Filled vacant Pere  “Canada Graduates For. Grads. Positions
' .. No. of Approved Sept.1, Sept. 1, Sept. 1, centage Sept. 1, Sept. 1, tn Filled Offered
Control Hospitals Programs 1973 1973 1973 Filled 1973 - 1973 Pesitions 1975-76
— ¥ No. of Internships ; No. of Interns on Dut .
Conbined Hospitals 90 251 ~ 2,147 2,047 96 Y,770 . 277 l* 306
Total 30 257 R ) 96 Y,770_ , 2T 14 308
Non-Government Non=-Profit, ) . .
Chyrch Related 3132 . 376 1.337 1.256 281 83 . ;% . 5593 26 gg;
Non-Profit-Corporation 026 5,008 4,516 492 9 3
Totals L1%] T,402 5,645 W77 3 88 3300 z‘.%n 4 3%
Proprietary
Individual - - - - - - - - - -
Partnership “ , - - - - - - - - -
Corporation 2 2 25 20 5 80 - 2 100 -
Total : Z Z _ 5 20 5 80 < 20 Y00 -
Total Interns 535 1,855 8,91 7933 87 99 5,970 859 v 36 1826
] No. of Rebidencies No. of Residents on Dut
Combined Hospi tal 188 1,250 20,275 19,102 1,173 94 15,131 97 24,004
Totals 188 5,250 20,275 19,107 1‘.T73 94 ) 3,071 21 ,0
Ron-Goveramental Non-Profit
Church Related ; 29; . 47? 3,836 3, a7 . 619 !914 L,gsg ;,5]63 49 4,983
ton-Profit Corporation 72 86 16,516 14,983 533 1 6 015 40 20,423
Totals 69 2,335 ; 18,200 7,157 89 ___ 10,622 7,578 42 . /A2
Proprietary
Individual 1 - - - .. - - - - -
Partnership 3 1 4 1 3 25 1 - - 4
Corporation 13 8 62 50 12 81 33 17 34 45
Total Residents 074 3,59 40,69 37.35 3,34 92 25,737 11,56 N 49,46
Grand Total Interns 1.819 " 49,5% 35 792" ) ) N -T5,335 a2 N

Source: Diractory of Approved Residencies, AMA, 1976, Excerpted froam Appendix Tables IV and V.
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It is difficult to distribute a house ofiicer's time between patient care and
learning and teaching experiences. The Institute of Medicine in its study on
the Costs of Education in the Health Professions (National Academy of Sciences,
1974) .developed a methodology for analyzing.house officer activities. Time’
"logs were sent to 3400 house officers at teachiny hospitals affiliated with
.nine.medical schools. These house officers were requested to record all of
their activities and roles on a 24-hour basis for a seven-day week. 13/

They obtained a 40% response rate but from the 1400 respondents were able

to approximate how those house officers distributed their time.

This 'level of detail could not be achieved in the subsequent Institute of
Medicine study, Medicare-Medicaid Reimbursement Policies (National Academcy

. of Sciences, 1976) because of its different focus but such a method is re-

t_ commended to provide more definitive information on the proper distribution
- . of the costs of graduate medical education. The data that were collected

from the sample of 81 teaching hospitals shows that 67% of the house officer's
time was spent in patient care activities. (Table V, page 12 ). From an-
other data source, Table XV shows 87% of the house officer's salary comes "
from patient revenues. This 20, discrepancy has implications for the edu~
cation versus-service issue in graduate medical education.

-

In the few instances where medical schools pay rouse staff salaries, these
. funds are usually obtained from state appropriations and the school has accepted
- responsibility for provision of care to the state indigent population as a
condition of receiving the appropriation. Even when the hospital and the
~medical school share the saldries, the hospital rays 75% or more of the
salaries. 14/ '

TABLE XV

Distribution of Funding to Support House Staff,
Excluding Veterans Administration, COTH Hospitals, 1975-76

Percentage of
Source of Funding Dollar Support

Patient Revenue ° 87%
Federal
State & Local Government
«  Medical School
% private Foundation
Other Hospital
* Miscellaneous

—_—P == N OO

Total 100%

Source: COTH, Association of American Medical Colleges, 1976. p. 24
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Even though*pEfTEﬁt revenues constitute the major source of re1mbursement
for graduate medical education, no data are available on,either the total
dollars or the various sources of dollars expended for GME. This applies
to all third party payors: private (e.g. Blue Cross), federal and state.
We have, therefore, worked with available data to arrive at an approxi-
mation of total expenditures for salaries or stipends only.

- If we take the average annual salary of private house staff in 1976,

$13,000 (Tabie XII); the number of positions for interns and residents
offered in 1975-76 in non-governmental institutions, 51,091 and 90%

usually filled (Table XIV); the percentage of support from patient revenues,
87% (Table XV); and the average percentages by sources of patient care
revenue in the IOM sample hospitals shown in Table XVI: Medicare 21%,
Medicaid 17° and Other Payors 42., we have the following gross estimates

for the contributiuns to res1dents sa]ariescﬁrom third party payors in
1976: °© '

Medicare $136.5M

Medicaid 110.5M
“ Other Payors 273.1M h
Total $520. 1M

This estimate does not include the indirect costs associated with a teaching
program such as:

- decreased productivify of teaching physicians in length of time
spent on "rounds," ie. seeing patients in hospital accompanied by
physicians in training (residents)

- increased costs associated with the volume ard nature of anciliary
services requested by residents

- costs associated with potential longer lengths of stay of patients
cared for by residents due to additional tests, etc. X

- costs of subsidized housing, meals, uniforms, health services
(usually including families) and additional fringe benefits
including professional liability insurance.

Some of these costs are reflected in daily hospital rates fo: natient care,
however. Appendix Table V shows the distribution of these additional costs.
There are trade-offs for the teaching hospital and the teaching physician

in these additional costs vis ¢« vis the advantages perceived and these

are discussed in Section III.

.y

—
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“TABLE XVI

Sources of Revenue in Sample Hospitals, FY 1974*°

Graduate Undergraduate

i Source of Principal % Associated % « Associated % Independent )
o Revenue State  Local Private Local Private Private Private
y Total Revenues ~ ~ - 100 100  100.7  130.3 100 100 199.3
; Patient Care 65 74 88.7 63.2 ' 88.0 86.9 90.3
i Medicare 14 16 Zo./ 14.9 29.4 25.1, 208
: Medicaid 14 23 13.1 23.7 8.4 14.6 17.7
: Other Payors . 37 35 53.9 . 24.6 50.2 46.7 © 47.8
{ ' State or Local Govern-
; : ment appropriations - 30 . 26 0 30 ] 1 a/
. Medical School Transfer  a/ 0 1.2 a/ a/ a/ 0

‘ ' ,
ﬁ & Gifts, Investments, and

. Endowments 1 b/ 4.4 1 7 5 3

Other b/ , 4 b/ 6.4 6 4 7 7 ,

Source: Institute of Medicine fie]d data. . ' b

Note: Figures are based on patient care charges before adjustments for such items as bad debts and
discounts to staff. The majority of hospitals did not allocate adjustments among payors Ex-
cluded are VA hospitals which are funded wholly by the federal government and children's hospitals
which receive Medicare reimbursement for reral dialysis unit costs only. Totals may not aJ'd fo
100 percent due to rounding.**

a/ Less than 0.5 percent.

by Includes revenues from research grants, government contracts, gnd auxiliary enterprises.
* ‘See Table V for definitions. ,
*k As correctéd’by Ms. Katherine White, IOM to show how figures were rcunded.

Q , 7' | _ 1123




An additional point on sources of patient revenue concerns Medicare and the,
extent of federal tax subsidy. It is not generally recognized that while
the financing of Part A (hospitalization) of Medicare comes from the Social
Security Trust Fund for payroll taxes, the Part B Trust Fund is financed
more by general revenues (16.9%.) than by premium payments (9.9%). There-
fore, it is a euphemism to consider Medicare in the aggregate as an insur-
ance program.

Y

Table XVII gives the distribution and dollars for sources of funds for
‘ Medicare in FY 1975. Mg

3

TABLE XVII

Sources of Funds for Medicare, Distribution, and Estimated
Expenditures, FY 1975%

d

’ Source of Funds Receipts Percent Estimated Expenditures Amount($000)
Total Medicare 100.0 14,781.4
Payroll Tax (A only) 67.6 9,992.2
Premium payments: (B only)
- Enrollees 9.9 1,463.3
Medicaid 1.3 192.2
General revenues-mostly B 16.9 2,498.1
Interest (both) 4.3 .- 635.6

* Based on the assumption that the distribution of receipts can be equated
with the estimated expenditures.

Source: Social Security Bulletin, February 1976, p. 6 and 8.

If, therefore, consideration for subsidization of GME should be couched in
terms of revenues for patient care vis a vis some national health insurance
plan for primary care, Table XVII demonstrates how far policy makers must
go in their considerations.
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. In summary, this section on patient revenues has brought together some rough

approximations of the dollar amounts from third party payors (federal, state, -
1ocal, private) 1n support of graduate medical education. It has not pregented
the totq% dollar prend1tures for-phys1i cians in training. Such definiti

.await future research (Section V) insofar as accompanying costs are con rned.

.. The expend1ture for reimbursement to residents for their services does re-

" present a major source of concern both in the escalation of costs to the

tagch1ng hospital and the differentiation between educat1ona] costs and
vice reimbursement.




E. Out-of-Focket Doiiors for Graduate Medical Education

GME can only be inferred from similar contributions”¥q undergraduate medical-
education (Appendix Table II) since no other data are jvailable. The impact
of previously incurred loans and obligations in undergraJuate medical edu-
cation does have significance in terms of the provisions of the loans or
scholarshipg_in many instances. Appendix Table IIT outlines the provisions
of federal 10ans and .scholarships contained in the new healgy manpower
legislation (P.L. 94-484) and 1its possible aftermath.

The contributions of family and.spouse to the.suppgginzf an individual’ih

"Moonlighting," working additional hours in the same or a different hospital,
is a traditional method used by residents to augment their income. AL the
Second National House Staff Conférence in 1972, 42% of the respondents to a
questionnaire stated they supplemented their salaries by {yoon]ightihg." It
is also interesting to note that those reparting *moonlighting™ aiso reported g
salaries above those cf other respondents. 15/ oo -

The COTH Survey in 1974 also contained ‘questions on "moonlighting." The

following tables show the distribution among their constitutent hospitals

where "moonlighting" is pcssible in the in-depth 14 city analyses. These

dats were ckewed by the inclusion of Los Angeles and New York City. 16/
.

&
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A TABLE XVIII

Percentage of Hospitals Where House Officers are Permitted to "Moon]1ght"
in Their Own Hospitals, By Ownership - 1972-73

' Moonlighting
Ownership Permitted
State : | 26%
County 57
City i 60
Church 65
Other, Nonprofit . 42
VA . 19
L} -
Average 47

Source: COTH, Association of American Medica: Colleges, 1973.

TABLE XIX

by

Percentage of Hospitals Where House Officers are Permitted To Moonlight
Outside Their Own Hospitals, By Ownership - 1972-73

Not Permitted

Ownership Are Pérmitted - As Policy And Enforced TOTAL
€

State 4% 38% 21% F 100%
County 4 45 . 14 100
City . 0 78 22 100
Church 46 8 23 31 100

Other, . .

Nonpr0f1t 19 ~/4 40 100
VA , 12 16 72 100
Average 25% 35% 40% 100%

Source: COTH, Association of American Medical Colleges, 1973.




>

No studies are available on the current status on "moorlighting" in view of -
the increased salary levels since 1972. It can be inferred that residents
with.the same characteristics as those who augmented theéir income by "moon-
lighting" in 1972 will continue to do in 1977. There is no way to estimate

~the extent of the dollars involved in these transactions nor where they -

take place. The question of the characteristics of those who "moonlignt'

. is related to the question of collectivé bargaining discussed in tfe next

section. '

Summary of Section II:

This section presented, from a number of sources, the limited amount of data
on the financing of graduate medical education by various sources of support,
including a gross-comparison of the dollars involved. This grossness is
confounded by the number of sources and the different years for which data
were available. Given all of these caveats, the following is a summary of
the figures "mass%Eed“ in this section:

L 3

1974 Direct Federal Support (Table VIII) $217.2M
1976 Estimate of direct support in State and
Local government hospitals 43.8M ‘.
1976 Estimates of indirect support through
. , patient revenues 520.1M
Total approximation for GME from these sources of '
support . $781.1M

It is obvious in looking at the above approximations that the principal
focus for support of graduate medical education is through indirect
support from patienﬁwmre services. The issue remains as to whether this
is an appropriate means for financing an educational process.

Section III will present the peripheral data which are available on
specialty choice and geographic location. As an adjunct to these data,

specifically with regard to specialty choice, and the principal outlay
for funds for GME, some trend data will be presented.

-40-
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1. GRADUATE MEDICAL EDUCATION SPECIALTY CHOICE, GEOGRAPHIC DISTRIBUTION,
. SALARY DIFFERENTIAL, AND FUTURE TRENDS

A. Specialty Choice and Geographic Distribution

Table XX exhibits the nearest approximation we hiave for specialties in GME.

‘1% reilects a major increase in Family Practice and Internal Medicine residen-

cies. Though we have no specific data related to the dollar outlays for these
two residency programs, the trend should lead to substantial decreases in the
cost of GMF given the difference, currently, between ganeral specialty and sub-
specialty residency programs. {Trends on the basis of current status are pre-
dicted under c.). I/

With regard to specialty choice, there are a number of factors which influence
the residency positions offered (e.g. federal subsidy and patient care) and
the number filled (e.g. prestige, amenities, salary). These have been dis-
cussed elsewhere in this paper. There are multiple data sources for the
geographic of residencies by census region and state from the Directory of
Residencies of the AMA, 1976. The 65,357 positions offered for 1975-76 do

not include the approximately 2500 free standing internships still available.
The percentages of residencies filled show the Towest numbers to be in the

‘West—Nerth Central, East South Central and West South Cenzyél census areas,

even though these were in the 85-87% range. 2/

The COTH Study shows the distribution of house staff salaries among 14 cities
in 1974. (Table XXII) This table reflects the auditional increase in salary
(stipends) generated by advanced residency training. In all of the cities
cited, there is an increase of support be:.weeh years 3 and 6 with Los Angeles
having the greatest and Dallas the least. This also reflects the additional
costs associated with subspecialty training after years two or three. 3/
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TABLE XX

PERCENT CHANGE: IN “4E NUMBER OF RESIDENCY AND TOTAL TRAINING POSITIONS BETWEEN 1970 AND 1974 BY SPECIALTY

Specialty

Residency positions

Total positions

1970 1974  Percent Change 1970 1974  Percent Change
;Total 23,865 37,343 +56 35,340 54,130 +53
Contact Specialties _6,037 12,065 99 10,800 19,965 185
‘Family practice 135 1,545 +1,044 267 1,795 +572
General practice 116 203 +75 208 323 +55
Internal medicine 4,179 - 7,583 +81 7,725 13,559 +76
Pediatrics 1,607 2,734 +70 2,600 4,288 +65
Medical specialties 1,141 2,039 +79 2,350 4,026 +71
Medical subspecialties 168 405 +141 990 1,801 +82
Pediatric subspecidlties 67 124 +85 288 517 +80
Nuclear medicine 10 65 +550 20 71 +225
Other medical specialties 896 1,445 +61 1,052 1,637 +56
Surgical specialties 9,648 13,641 41 11,598 16,611 +43
aeneral surgery 3,932 5,503 +40 5,111 7,312 +43
Obstetrics and gynecology 1,701 2,454 +44 2,084 2,981 +43
Surgical subspecialties 4,015 5,684 +42 4,403 6,318 +43
Other specialties 7,039 9,598 +36 7,949 10,953 +38
Anesthesiology 1,033 1,521 +47 1,165 1,764 +5]
Pathology~ - 1,555 2,005 +29 1,884 2,377 +26
Physical med. & rehab. 159 301 +89 176 323 +84
Psych;atry 2,473 3,346 +35 2,750 3,815 +39
kadiology 1,819 2,425 +33 1.974 2,674 +38
Rotating internship 2,643 2,575 -3

Source: Institute of Medicine National Survey Questionnaire.
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TABLE XXI

Mumber of Residencies BY Census Region and State

tiumber of flesidencies

Nuuwber of Residents on Duty

Tota!l Total | Graduates Total .
Positions Positions Positions us Foreign Percentage Residency
Census Division  ° No. of 0ffered Filled vacant Per-  Canada Graduates For. Grads. Positions
Region, No. of Approved  Sept. 1,  Sept.-1,  Sept. 1. centage Sept. 1, Sept. 1, in Filled Of fered
and State _Hospitals _ Programs 1973 1973 1973 Filled 1973 1973 Positions 1975-1976
RORTHEAST
New England )
Connecticut 33 94 1,036 996 40 96 558 438 44 1,242
Maine 8 12 66 54 12 82 47 7 13 93
Massachusetts 83 176 2,205 2,140 65 97 1,533 547 26 2,497
New Hanipshire 4 15 121 ne 9 93 104 8 - 7 169
Rivode Island 12 X 227 200 27 83 100 100 - 50 329
Vermont 2 14 114 1 3 97 105 6 5 128
Totals 132 339 , 3,613 156 96 \ 1,706 3 3,463
RIDDLE ATLANTIC
New Jersey 53 134 1,11 1,030 8] 93 242 788 17 1,588
New York .20} 733 9,043 8,661 382 96 4,139 4,522 52 10,482
Pennsylvania 107 374 3,488 3,086 402 88 2,165 921 30 4,296
Totals 38T 1,281 13,642 12,777 865 94,546 511 a9 16,366
-RORTH CENTRAL
East North Central . .
11linois 14 272 3,037 2,933 164 95 1,527 1,406 18 3,770
Indiana ’ 24 50 608 496 12 82 118 18 16 709
_Michigan 72 215 2,320 2,09 229 90 1,174 N7 44 2,998
Ohio 83 302 2,748 2,464 284 90 1,447 1,017 1 3,274
Wisconsin 27 81 852 730 122 86 554 176 24 1,003
Totals 780 5625 : ALY T 9 5320 359 a3 il
NEST KORTH CENTRAL
fowa 17 34 500 1418 82 84 356 62 15 532
Kansas 17 37 469 378 91 8] 309 69 18 563
Minnesota 26 7 1,328 1,240 83 93 1,040 200 16 1,688
Missouri 45 120 1,502 1,302 200 87. 912 390 30 1,810
Nebraska 16 30 338 287 51 85 257 30 10 42
North Dakota 7 4 9 6 3 67 5 1 17 13
South Dakota € 4 27 17 10 63 14 3 18 26
Totals 138 00 N N 525 87 A 755 21 3,053

60
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. TASLE xx1 {CONTIMJED)

Nupber of Residencies Number_of Resideats on Dut:
. ota Total Graduates Total
: Positions Positions Positions Us . foreign Percentage Residency
: Census Division No. of Offered Filled vacant Per- Canada Graduates for. Grads. positions
: Region, No. of Approved Sept. 1, Sept. 1, Sept. 1, centaga  Sept. 1, Sept. 1, in Filled Offered
" and State Hospitals __ Programs 1973 1973 1973 Filled 1973 1973 Pos{tions 1975-1976_
g HuTH :
= South Atlantic
T Delavare 4 11 . 1C3 87 16 84 49 38 44 119
District of Columbfa 25 106 1,355 1,268 87 94 964 304 2% 1,551
Florida 36 118 1,296 1,202 -94 93 913 289 24 1,607
~ Georgia 24 69 183 636 147 81 542 94 15 91
Maryland ) 37 134 1,136 1,339 97 93 852 487 36 1,710
North Carolina 25 88 1,022 907 115 89 817 . 90 10 1,183
South Carolina 10 74 394 324 70 82 283 4] 13 540
Virginia 37 97 1,002 898 104 90 733 165 18 1,208
West Virginfa 13 34 279 21 68 76 120 9 43 359
Totals T T 1,670 B.u77 798 aQ - WYk) b W11 3 9,248
, EAST 300TW CERTRAD
& Alabama 21 45 442 360 82 8] 306 54 15 678
®  Kentucky 24 50 558 481 77 86 354 127 26 673
Mississippd 10 2 248 200 48 8 189 1 6 33
Tennessee 32 86 968 834 134 86 689 145 17 1,169
Totals =) 702 AL TU/5 T 85 R T 18 Y RIS
WEST SOUTH CENTRAL
Arkansas | 8 18 234 200 34 85 193 7 "4 276
Lovisiana 29 80 800 660 140 . 83 543 n7 18 1,060
Oklshoma 19 50 362 21304; 58 84 ] 272 33; u 3 33%
Texas 65 204 2,440 2,13 303 86 800 3
AL ¥ N4 L6 0T ¥ 86 y 2.1 SR | S s k w2k
' 1
L_ Mountain :
Arizona 2 39 392 357 35 9] 284 73 20 seo0
Colorado 20 €3 mnm 718 53 93 687 3 4 93"
Nevaca ] ) 4 )] 3 25 cen 1 100 4
uewhr.extco 9 17 185 ;ﬁj,_, - g gg ;7; ]‘g g ;g?
Uta 12 2 < 305 - 7302 8
Totals “33 52 Y,557 J,553 “38 94 Y,329 130 8 7,053

e
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TABLE- XXI (CONTINUED)

[

. E Number of Residencies Number of Residents on Duty . s
¢ . Total Total Graduates Total
. . - Positions Positions Positions us ‘" Foreign Percentage Res idency
) Census Division No. of Offered Filled Vacant Per-  Canada Graduates For. Grads.  Position
.- Region, No. of Approve Sept. 1, Septe 1, Sept. 1, centage Sept. 1, Sept. 1, in Filled Offered
nd State grams 1973 1913 1923 __Filled 1973 1973 Positions  1975-1975
PACIFIC . - -
< Alaska : 1 .- --- - .- -- .- - - .-
California 123 449 5,384 4,949 435 92 4,645 304 6 6,691 —~—=
Hawa i 12 . 20 170 163 7 96 129 * 34 21 237
Oregon 9 38 375 355 20 95 324 3 9 i 470
Washington » 1 52 6%%_ 588 40 94 549 39 : 7 741
) ) Totals 167 T59 5.5 ,055 502 92 5,647 308 7 N .
. POSSESSTONS : % -
) Territories &'Possessions ] ‘
Canal Zone 8 35 30 5 86 15 15 50
L Juerto Rico s 15 © 4] 508 425 83 84 185 P Z40 56
o Totals I8 i) 543 355 & 84 200 55 56
" g N
t .
Grand Totals 1,577 4,840 53,688 48,869 4,019 91 __ 33,061 14,908 5 N
Source: Directory of Residencles, AMA, 1976 .
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TABLE XXII

COTH SURVEY OF HOUSE STAFF POLICY, 1974
~ PART II
ANALYSIS OF FOURTEEN CITIES
Average Stipends

- . 1974-75 |
|
TN .
- Year of Post-MD Training ~ Clinical " Fellows
-~ CITIES 1 2 3 4 5 6 1 2
5 5 -5 5 $ S 5
®  New York City 13,500 14,700 16,00 16,400 17,000 17,50 17,202 17,000
/_’,.-,4"”‘"’/‘ ' . i
Los Angeles 10,800 13,656 14,784 15,936 17,052 18,216 * *
Pittsburgh 11,225 11,935 12,960 14,000 14,975. 16,450 * *
Providence 11,158 11,859 12,680 i3,624 14,185 15,612 - -
— Boston " 11,375 * 11,760 12,495 13,000 14,700 15,900 - -
Chicagce 11,011 11,727 12,420 13,180 13,450 14,395 12,900 13,500 ‘
) Washington, D.C. 10,568 11,742 12,329 12,916 13,503 * * * J
Baltimore 11,050 11,675 12,300 13,110 13,800 14,350 * * i
Philadelphia ’ 10,600 11,600 12,300 12,900 13,500 14,538 12,618 * !
— . . &
San Francisco 10,517 11,400 12,150 12,909 13,800 15,425 * * ‘
_Cleyeland 11,000 11.500 12,000 125500 13,000 13.553 * x
- Minneapolis 9,800 10,272 10,772 11,700 * * - -
~ Hous ton 9,540 10,140 10,740 11,340 11,940 12,540 * * .
Dallas 9,276 9,735 10,190 10,550 11,000 1T,200’ , 10,800 . 11,400 W

* The number of hospitals which reported from this city wa$ below the accepted minimum
standard for analysis and is omitted. . .

Stipends for second year fellows averaged less than first year fellows due to dis-

continuance of some of the higher paying fellowships for the second year.
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B. Factors affecting Salary Patterns and vifferentials
. o

P
—

i
Various medical and lay journals .ave reported house Staff gains in improved
salaries, fringe benefits, working-conditions, patient care and training pro-
?rams. Essentially three approaches have been used to attain these gains:
1lﬂgiscussions with administrators on the need for improvements; (2) direct

- tontract negotiations using collective bargaining or arbitration; and (3) so '

called job-actions to dramatize demands.

The 1975 survey done by COTH contained questions on collective bargaining.
Table XXIII shows that the hospitals most likely to have a house staff associa-
tion among various categories were city or county institutions. These types of
hospitals also were most. likely to have a negotiated agreement. Among house
staff many associations-were most 1ikely also to be in the institutions which
were unaffiliated. haspitals. Higher paying hospitals, were most likely to have
a house staff association, and to have a negotiateg contract in force as well
as requests for collective bargaining recognition._/

Appendix Table VIII lists those states now having collective bargaining underway.

The implications of collective bargaining on the direct support of graduate
medical education are just emerging. The impact of increases in salaries &nd
fringe benefits for residents, long the hospital's source of nominal-cost in-
patient care, cannot be estimated. In Qctober 1976 the New York State Courts
overturned a decision by the National Labor Relations Board that declared resi-
dents were students and not employees. The case is now in litigation.

-47- \
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oy
: House Staf ‘Co11ective Negotiations
iv Existence of Functioning_ House:Staff Association Which Has No
i A Written, Collectively - Formally Requested Not Formally Functioning
o Negotiated Bargaining Collective Bargaining Requested Collective House Staff )
z Ownership Agreement: < Recognition Bargaining Agreement Association Total
i State 9% 13% 59% 19% 100% .
t County, 33 .03 47 7 100-
L City 33 .M 56 0 100
- ‘ - ) ~ \ )
Church 6 : "6 v 67 .2 100
Other, Nonprofit : N ' 10 . /) 50 29 100
VA 9 ‘ 4 ¥ 29 58 . 100
g . ' .
1 - t
Affiliation _
University-Owned 12% 15% 50% 23% 100%
* Major ) 12 10 48 30 109
Limi ted 7 . 3 49 a1, 100
: Unaffiliated . 20 ’ 5 ‘ 75 0 100
* . Aggregate 12% ‘ 9% C 50% \ 29% 100%

Source: COTH Survey of House Staff Policy. 1975. p..59.




C. Future Trends in the Costs of Graduate Medical Educition

.

It seens aopropriate for the purposes of this paper to attempt some prediction
of the potential future direct costs of GME based on current costs and estimated
future supply. In arriving at these figurés we have made several assumptions:™

. . - That the number of medical school graduates will increase at the expected
- rate. - .

- That the percentage change to primary care residency positions in teachihg
hospitals mandated by P.L. 94-484 will take place. \

- That the current reimbursement for residents has not reached a level
approaching the maximum ability of hospitals to pay and future increases
will be based on annual inflationary trends, for this purpose 8.5%.

- That no new method of reimbursement is introduced during this period.

Data have been puliéd together from various sources and "massaged" to arrive at
_these estimates.
To approach the impact of P.L. 94-484 with its emphasis on primary care resi-
dencies (family medicine, general internal medicine, and general pediatrics),
which.are ordinarily three year programs, only in terms of salaries, we first )
used the salaries from the 14 city survey dene by COTH (Table XXII, p.46 )
and selected Baltimore as a median. Averaging the first three years' salaries,
we arrived at $11,675 while those residencies requiring up to six years, which
were judgec to be other than primary care, averaged $12,714.

Tﬁe trend data shown in Table XX1v2/ based on residents by specialty in 1970

vere adjusted for informatior acquired in 1972 regarding percent of change in
specialty. choice. The trends were further adjusted to reflect the current
manpower legislation (P.L. 94-484) insofar as kinds of residents are concerned,
that is 50% in primary care positions after 1980. Given these manipulations
of the data, we have the following projections for numbers of residents and
salary costs using an 8.5% inflationary rate:

Jotal Residents 1971, 1980, 1990

. 1971 (Actual) 1980 (Est.) 1990 (Est.)

Speciaity No. ~  Pct. No. _ Pct. No. _ Fct.

- Primary Care 11,570  27.5 29,272 46 44,565 50
"~ Other 30,447 72.5 7 34,362 54 44,565 50
Total 42,017 100.0 63,634 100 89,130 100

Source: . ‘ |
1971-"Supply of Health Manpower," Table 33, p. 65 (excludes 246 residents in |
general practice, less than 1 percent of total). |

1980 and 1990-Total estimated by using projected changes in active physicians

in respective specialties between 1970 and 1990 as shown in "Supply of Health
* Manpower" Table 49a, totals allocated to "Primary Care: and "Otker" using

percentages shown, which reflect newlx/eﬁacted residency requirements.
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: § - TABLE Xxmv

Supply of Active Physicians (M.D.), By Specialty: Actual 1970; Projected

1980 and 1990

No. Of Physicians(M.D.)

Percent Distribution

Specialty 1970 1980 1590 1970 1980 1990
Total active physicians........... 311,210 430,240 571,030 13100.0 100.0 100.0
General practice..........ccvnn.. 1/756,260 47,140 36,510 18.1 1.1 . 6.4
Medical specialties................. 66,380 116,010 174,960 21.3 27.0 30.6
Dermatology......covvviiniiinn, 4,000 5,610 7,620 1.3 1.3 1.3
Family practice......covvuvuvvennnnn 1,690 6,610 12,630 0.5 1.5 2.2
Internal medicine................. 41,870 71,650 106,880 13.5 16.7 18.7
Pediatrics 2/.....covvinniinn... 18,820 32,150 .47,830 6.0 7.5 8.4
Surgical specialties................ 85,380 128,970 180,810 27.4 30.0 31.7
General SUPGery......c.oevvuveennnnnn 29,760 52,450 78,890 9.6 12.2 13.8
Neurological surgery.............. 2,580 3,440 4,500 0.8 0.8 0.8
Obstetrics and gynecology......... 18,880 26,110 34,590 6.1 0.1 6.1
phthalmology.......covvvvinnnnn.. 9,930 12,920 16,730 3.2 3.0 2.9
Orthopedic surgery................ 9,620 13,350 18,030 3.1 3.1 3.2
0tolaryngology.....covvvvevnnnenn. 5,410 6,800 8,520 1.7 1.6 1.5
Plastic SUrgery.........ceevvunen. 1,600 2,860 4,360 0.5 0.7 0.8
Thoracic 5urgery.....oeeeeeneeennnn 1,810 3,020 4,430 0.6 0.7 0.8
UrOTOgY . oeevnnneercnenneeennnenns 5,800 8,030 10,740 1.9 1.9 1.9,
Other specialties.........oovvvunnnn 103,190 138,120 178,760 33.2 32.1 31.3
Anesthesiology.......oovvviennnnnn 10,860 17,360 24,560 3.5 4.0 4.3
Child psychiatry...... ........... 2,100 4,270 6,870 0.7 1.0 1.2
NEUrolOgY. . oo veeeininennnennnnn 3,070 6,500 10,580 1.0 1.5 1.9
Psychiatry....covvevivniniinen.e. 21,150 32,780 46,550 6.8 7.6 8.2
Pathology...ccvvvvieiinninininnnnn 10,280 16,770 24,000 3.3 3.9 4.2
Physical medicine................. 1,480 2,550 3,720 0.5 0.6 0.7
RAdINTOgY e eveeeeen i :-10,520- 14,740 19,730 3.4 3.4 3.5
Therapeutic radiology............. 370 1,760 2,790 0.3 0.4 0.5
Miscellaneous. .....uveue cuwuenes 42,860 41,400 39,960 13.8 9.6 7.0 -

1/ Excludes 1,690 diplomates in family practice who have been shown separately.

2/ Includes pediatric allergy and pediatric cardiology.

Source: Projections developed by RAS, BHRD, HRA, (April, 1974).

These pro-

jections update earlier projections for medical specialties developed

by RAS. See text of this report for explanati

on.

Note: Figures may not add to totals and subtotals due to incependent rounding.




Annual Salary Projections, Per Resident

Primary Care Other
1974 (average) $11,675 $12,714
1980 (estimated) 19,042 20,737
1990 (estimated) | . 43,045 45,877

Estimates assume annval increase of 8.5 percent.

Projection of Total Number of Resjidents and
Total Annual Salary Costs”

.
1980 1990
No. Salary Total No. Salary Total
- $(000) $(000) ‘
Primary 20,272  $19,042  $567,397 44,565 $49,045 1,913,300
Other 34,362 20,737 712,648 44,565 46,877 2,084,386
- Total 63,034 -- $1,270,045 89,130 -- $4,002,686 :

Such a prospect, four billion dollar.,, gives added impetus to new approaches
for the financing of graduate medical education.
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Section III has focused primarily on the issues surrounding specialty choice

and, to some extent, geographical distribution as they apply to the financing

and reimbursement of medical education. At this point there,is no way to pre-
dict the impact of collective bargaining in one form or another on the ability

of teaching hospitals, and the public through third party payments, to support
graduate medical education. If the status quo is maintained, and only increased
numbers and inflationary trends are considered outlays for salaries for residents
could approach four billion dollars by 1990.

Section IV discussed the objectives of teaching hospitals and individual phy-
sicians in training in the context of society's objectives in graduate medical
education and presents alternative funding options as well as current issues
which would have an impact on the future of the financing of graduate medical
education.
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OBJ-CHIVES, OPTIUNS, AND ISSJES

Introduction

The previous sections presented, insofar as possible, data available on past
and present financing and reimbursement of graduate medical education. This
section is directed toward issues and options for the future.

In a discussion of issues and options regarding the financing of graduate
medical education, the underlying objectives of principal actors must be kept

in mind. These actors are society, teaching hospitals, and the physicians in
training. The general or societal objectives must be considered in evaluating
potential alternative financing schemes for GME. The incentives and objectives
of the teaching hospitals and the physicians in training must be considered if
the societal objectives are to be met. Medical schools are evolving as a fourth
actor through their affiliated teaching hospitals; not only with the sharing of
many educational activities but also with undergraduate subsidies being related
to graduate programs.

After defining these objectives and some of the characteristics of teaching
hospitals and physicians in training which have a beari~g on these cbjectives,
¢ financing issues and options will be discussed:

v

Who should pay for graduate medical education?

What mechanism(s) should be used?

A

What are some of the advantage- and disadvantages associated with

these alterngtives?
What are the possible effects of a national heakth insurance system?

lhat impact might increased unionization have on teaching hospita]’
Csts in generai and, more specifically, on the costs and financing
of teaching activities? '

Will a sharp reduction in thé number of foreign medical school
gracduates affect teaching program costs or financing?

-
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B. Objectives of Graduate Medical Bducation y

Societal Objectives

-
»

The general or societal objective of graduate medical education is, of course,
. the training of qualified physicians to deliver medical care and it is taken

as a given that accredited programs achieve this goal.

From the'point of view of pubtic po]icy, however, there fre several additional

dimensions. One is spec1a1ty distribution. This has come to mean inCredsed
numbers. of nhysicians in primary care spec1a1t1es, fewer physicians in sur-
gical specialties, and at Teast no increases in other specialties. Another
dimension is equ1ty of access to physician services both geographically and
holistically in terms of personal costs to secure them. This objective

has implications for graduate medical education in the quantity of services
provided by physicians in training at teaching hospitals and the influence
that the location of residency training has on future practice location.

A3

‘A third dimension has emerged regarding cost containment. Incentives and

constraints should be chqsen so that the products of graduate medical edu-
cation meet needs at least cost. The objective now is to produce the
"right number of phys1c1ans of the right kind" and not as many physicians
as possible. .

¢

Teaching Hospital Objectives

The dominant obJect1ve of the teaching hospital is patient care. Physician
training and, to varying degrees, medical research are also. objectives of

the institution. These are largely jointly produced activities which means
that the process of caring for patients is inextricably bound with teaching
and resedrch. Finally, hospital decisions are constrained by limited budgets
and their form of control.

| .
There are a number of characteristics which influence the achievement of
these objectives. First, aimost all teaching hospitals are non-proprietary,
which means that one cannot impose the analytitally convenient assumption
used by economists that the hospital's objective is tc maximize profits.
Reality argues that the hospital's objectives include factors such as
quality, size, prestige or institutional reputation, and, to the extent
necessary, net revenues to attain these other objectives. While this |
provides a better‘description of reality, it is extremely intractable
because of the unknown _nature-of the rclative importance of trade-offs
among the multiple objectives. How these factors vary frcm hospital to
hospital will affect the hospital's resoonse to alternative financing
systems.

The problem of multiple objectives is further complicated by multiple
decisicn makers. The objectives of administrators, service chiefs,
trustees, and medicai school deans may frequently diverge or be incon-
sistent,.even if all agree on the hospital's overall goals. For example,
administrator's may wish to minimize expenses while service chiefs

desire to expand the size or technology of their services with 11tt1e
regard to other costs or revenues.

\




‘s

JFrom the joint product nature of the hospital's outputs (patient care,
teach1ng, research) it follows that these ob3ect1ves must be subject to
budget constraints and their composition, i.e. the mix of revenue sources
which, 1n turn, affect hospital decisions and responses.- Two th1ngs should
be noted about such constraints. They may be shifted because of proportion-
ate changes in all of the revenue sources, or the relative contributions of
different sources may change. For example, at the present time hospitals
are reimbursed principally on a full cost basis for in-patient care, but not
for out-patient services. Changing these reimbursement rules would have an
impact on the hospital's emphasis in patient care activities. However,
altering relative reimbBursement rates will also‘affect the size of the
total budget, which*in turn affects the production of other outputs within
the hospital.

A

As noted in Section II, the rapid growth in the number of residency positions
offered by teaching hospitals coincided with the growth of cost reimbursed
third party payments under Medicare and Medicaid. To the extent that the
presence of residents,in a hospital attracts attending physicians and/or
permits the hospital to impose higher charges, then the maintenance of a
teach1ng program can contribute to all of a hospital's objectives: im-
prov1ng quality, increasing size, adding to prestige, and possibly in-
creasing net revenues. This points out the difference between graduate
medical education and other kinds of graduate education.,

The teaching process is a source of gratification to all teachers and the
number of students which an individual teacher may have is used as an
indication of his or her status. Teachers in graduate medical education
have both of these but' thev, and the institutions in which they teach,
must also tolerat- less productivity, longer 'engths of stay by patients,
and increased utilizaticn of ancillary services in hospitals inherent in
the teaching process. Moreover, third party payment has allowed teachers
to meet their objectives and the teaching hospitals to maintain net
revenues while meeting other objectives.

In summary, the teaching hospital is a complex institution with multiple
goals and multiple decision makers. Hospital response to alternative
financing systems likely depends on both the source of revenues and the
costs of producing the hospital's joint outputs - patient care, teaching,
and research. As costs approach revenues, teaching hospitals may well
re-evaluate their objectives and the extent to which they are dependent
on graduate medical education, for both patient care and prestige.

Objectives of Medical Students and Residents

It has- been argued that the choice of an occupation and/or a location
depends on the expected financial an. non-financial costs and returns
over some relevant planning period. The importance of non-financial
factors - prestige, inte¥lectual challenge, quality of life - lies in the
fact that an-individual may be willing to trade financial returns for
more desirable non-financial returns. However, the choice will be in-
versely related to the costs of making it. In the case of specialities,

-




for exaple, this includes the length of training and costs incurred while in
training. For location choices, important costs might be meving and travel
expenses or separation from family and friends. ‘

i
It has alsc been argued that because physicians can reasonably expect to
earn substantial incomes regardiess of their specialty and location choices,
their decisions ma} not be sensitive to financial factors. Studies have
shown that physician income has Tittle effect on distribution 1/ sugges-
ting again, as with teaching hospitals, the breakdown of traditional market
forces. Physicians are able to locate in desirable areas without having to
sacrifice satisfactorily high incomes in return.

The characteristics of physicians in training have been examired in order to
identify factors related to these non-financial objectives. Socio-demographic
characteristics such as marital status, type of home community, personality,
undergraduate medical education, and, to a Timited extent, g.aduate medical
education have been examined. Present analy“ic techniques do not make their
results useful fo. specific policy formulation. The major conclusion is
that nan-financial factors, i.e. the backgrounds and preferences of students
and the nature of the medical education to which they are exposed, have a
major effect on specialty choice. The exact magnitude of these influences
is not well specified. On the other hand, undergraduate medical education,
birth, and premedical school residence, and the combination of these with
the location of graduate medical education significantly affect location
choice. (Appendix Table IX)

Of policy interest is that having participated in a rural preceptorship
program has not been found to be significant in location choice. Factors
which have been found to be significant include area amenities, per
capita income of the area, net population migration, presence of medical
facilities, recreational opportunities, and coastal proximity.

In su ary, within the context of an acceptable income Tevel as a given
objective, individual physicians in training select those specialties and
eventual practice site locations which best meet their non-financial
objectives, e.g. collegial relationships, amenities in quality of life, and
personality characteristics. Any effort to redistribute physicians must
take these into consideration.

k]
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C. Financing Options and Issues

Having defined some of the obJect1ves of teach1ng hosp1ta1s and individual
physicians in training which must be considered in iook1ng at the financing
of graduate medical education, we will first explore issues and options
surrounding: -

o Who should pay for graduate medical education?
o What mechanism(s) should be used?

¢ What are the advantages and disadvantages associated with these
alternatives?

The question of who should pay for something, either goods or servicesy:
usually depends on who benefits from obtaining, using, or owning the
particular goods or services and whether an efficient mechansim exists for
making the implied payment. In graduate medical education, as noted under
Objectives, several distinct parties are involved - residents, teaching
_hospitals, medical schools, patients, and local, state and federal govern-
ments. (Estimates of the relative direct and indirect contributions of
these parties tc financing GME in the past were given in Section I1.) The
most confounding factor is the joint product nature of residency tra1n1ﬁb
which includes both education and provision of services.

A first consideration should be the transaction between the resident and -
the teaching hospital. According to the theory of human capital, 2/the
relative shares of training expenses will depend on how transferrable that
training is to other institutions or activities. The more specific the
training to the hospital which provides it, the greater the share of
training costs which the hospital will be willing to absorb. Conversely,
if the training is highly transferrable, as in the case of medicine, the
greater the share that should be borne by the trainee. '

There are also variations in the quality and quantity of training and
services provided across hospitals, locations, and specialties which further
complicate any attempt to fix the relative financial shares of trainees and
hospitals through Tegislative or regulatory mechanisms. It may be that one
goal of policy should be to facilitate negotiation between residents and
hospitals with regard to stipends (salaries); working conditions, program
structure, etc. Residents should be able to determine the work of the
training they receive, and hospitais the value of the services nrovided.

In this context, the unionization of residents may help move the bargaining
process along. The impact of such bargaining remains to be seen however.
(This is discussed in greater detail later in this paper.)




2

-

The implications of these negotiations lead to the question of whether
patients should pay for graduate medical educatiop. This traaslates into
teaching hospitals imposing higher charges for patient care in order to
recover teaching costs from third parties. To the extent that the pre- ,
sence of a teaching program improves the quality of care, then higher -
charges/costs may seem acceptable as 1ong as patients are willing to pay

the addifional increment. Disregarding .the quality -of care issue, this last
consideration lgses much of its meaning in the presence of extensive in-
surahce coverage. This coverage is usually arranged by agents supposedly
representing pgpulattons of potential patients; e.g. union negotiators, the
Congregs of the United States. Until recently, the bite of ever increasing
insurance premiums has not been disputed by the public.

Germane to this issué is the change in emphasis in societal objectives from
"training physicians" to "training physicians of the right kind in the right .
numbers", i.e. primary care physicians. The teaching hospital at th: pre-
sent time is geared to delivery secondary and tertiary care, that is, short
or- long term care for patients with complicated illnesses. It may be’that
Tachange of location for training physicians may be as important as a change
in reimbursement rates for ambulatory cgre in teaching hospitals. _The grow-
ing success of the National Health Services Corps (NHSC) in atteacting and
retdining physicians is encouraging.: The indicated importance of continuing
access to.colleagues as an influence il choice of practice location suggests
that the development of the ,Area Health Education Centefr (AHEC) should be
Jurtured. In general, it seems that policy addressing inadequate access to
medical care in rural areas might best be focused on "new models" such as
the NHSC and AHEC rather than relying on the previous organi%ational struc-
ture.

Finally, is there justification for public financing of GME and if so, what
levels of government - federal, state, and/or local should be involved?
Arguments for ; blic support have been based on the assumption that GME is
part of the pubiic educational system and should be financed as such.

To the extent that there is public support for GME, how should this support
be distributed? Adminisrative considerations aside a fairly strong argument
can be made that the federal government should be the principal underwriter
of educational subsidies, as distinct from subsidizing the medical care
provided by residents. The relatively high mobility rate of new physicians
suggests that certain states would be unable to recoup the value of the sub-
sidies provided. That is, the ability of some states to retain physicians
after they have completed training is inversely related to both those states'
need for physicians and their capacity to subsidize training™™

State and local governments, however, may still wish to .contribute to the

~financing of medical education. Legitimate reasons for doing so would be to
increase th~ availability and/or quality of medical care services and to
improve the oportunities of local residents to become physicians. The latter
has become  "lose it we do, lose if w2 don't proposition" for state and local
governments >ubsidizing local residents in medical education. As noted in
Section II, there is some correlation between retention of physicians and place
of residence/medical education; however, the mobility question stated above
with respect to certain states remains.
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for entering a designated locati

In summary, the question of who should pay for graduate medical education
vevolves around the issues of insurance mechanisms which_mask and absorb the -
differences between education and patient care in teaching hospitals; the

extent to which the individual trainee is willing to rationalize the bene-

fits of his or her training versus long term gains and assume some financial
responsibility fcr this training; and whether, if educational costs can be
separated from service delivery, the federal government should subsidize

these costs. :

v

What are some of the options in the financing of graduate medical education?

The options will be grouped in terms of whether their direct impact is on in-
dividual or institutional budgets. A set of individual financing options
will be discussed first, followed by institutional financial alternatives.
This type of distinction is somewhat artificial since transactions between
hospitals and residents will have secondary effects on both sets of budgets.
It is also obvious that the options are not mutually exclusive and could be
applied in various combinations.

Individual Financing Options

Three types of financing mechanisms will be discussed: (1) self-financing with
the provision of loans, scholarships, and loan forgiveness options; (2) direct

. reimbursement of residents for the medical care services they provide; and
(3) granting of some type of start-up capital or guaranteed minimum income

on and/or specialty after completion of
training. ’

(1) Self-financing through loans, scholarships, and/or loan fofgiveness.
) 1 4

To place this alternative in context, let us assume that all public

grants to institutions for teaching/education of medical students

and residents were terminated. (Grants and support for patient care

and research would be continued but at levels which do not allow

spill-over to education.) In all probability, institutions would

respond by increcasing tuitions to the so-called full-cost level for

medical students and in the case of residents, this might be trans- r
lated into a reduction in stipends (salaries). In place of institu-
\tional support, there would be some type of loan bank established

with the following features:

- loans would be financed by the federal government or through third -
parties with the federal government insuring repayment, depending -
on which appraach is administratively less costly. Federal ¢
guarantee is important in order to encourage loans to higher risk x
students, particularly those from low income families. . f?

V
-'rates would be set in accordance with current long term interest {
rates plus premiums for administration and risk-taking. Risk, in
this case, is the probability of the applicant failing to complete
the medical education curriculum successfully or defaulting on’
the loan. - .
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- loans would be sufficiently large to cover tuition in medical school
plus living expenses over the entire medical education: process.

. Given the generally high expectedireturn in medical education, i.e.
graduates utilize the skills they‘have learned;, tnere is no reason
to believe that such loans should not be set at full cost according
to locality and type of training.

- physicians agreeing to practice designated specialties, locate in
specified areas, and/or serve defined populations for a circumscribed
period of time would have loans “"forgiven" according to previously
agreed upon terms. These terms might include specific agreements for
these service commitments prior to receipt of assistance . The terms
of such "forgiveness" should be changed as national needs change /
over time, as should specialty, area, and population designations. /
Given the lack of reliable evidence on the effectiveness of such /
programs, initial terms would need to be set arbitrarily with the
flexibility to alter them as the program <ontinues.

/

- Since forgiveness is likely to be most appealing to physicians in
training with potentially larger financial burdens, e.g. those from
low income families, there should be a provision for outright grants
based on need. Tne size c¢f these grants should be chosen to equal,
approxirately, the relative financial burden across physicians in
training from different segments of income distribution.

- Forgiven loans would be financed from general revenues or long term
debt. That portion of the system involving physicians who choose to
repay their loans would be set up as a revolving fund which would,
therefore, 'be self-financing.

There are a number of variations on a self-financing approach. One is the
so-called "income conting=nt repayment plan" or the "educational opportunity
bank." 3/ Other plans vary limits on maximum ioans, eligibility, or the mix
of scholarship and grants. Regardless of the specific details, these plans
share the common strategy of altering relative rates of return to the parti-
cipant primarily by increasing the costs of making undesirable choices inso-
far as the program's objectives are concerned.

Cost of such a program would depend first on the size of the loan forgive-
ness for each physician making a desired choice e.g. designated specialties,
and second on the number of additional physicians induced by the program to
make desired choices, over and ahove thos= who would have made these choices
without loan forgiveness. Cost for each additional trainee will depend on
the amount of loan forgiveness required to change their decisions. In
general, the amount of the loan forgiven for each year would have tq be at
least enough to compensate for differences between say, urban and rural
practices in terms of both psychic returns and after tax (and loan repay-
ment) incomes. Evidence on the responsiveness of specialty.and location
decisions to financial decisions and on the success of existing loan forgive-
ness programs (whicn involved very small debts indicates that the financial
incentive may have to be quite large 4/ :




. .
o - .

(2) Direct fee-for-service reimbursement of residents
Thé principal objectives of reimbursing residents directly for service
provided are : (1) residents’ stipends would no longer be counted as
hospital costs and presumably would not be reimburs2d on a reasonable
cost basis. (This, however, does not resojve the issue of whather
hospitals should be reimbursed for teaching expenses incurred a< part
of a residency program.); (2) direct compensation would better appryxi-
mate the value of residents' contributions to care and would alsc reduce
the opportunity costs borne by residents, assuming that they are currently
undervalued by hospitals; and (3) residents’ reimbursement rates could be
manipulated so as alter relative rates of return to trainin,, and pre-
sumably practicing, in designated specialties and/or locations:

In practice, however, tiis.reimbursement mechanism would be extremely diffi-
cult to work out. The first and most obvious problem is the kinds of ser-
vices for which residents would be reimbursed: only those where the resident
is the independent provider or also those provided under direct supervision '
of a teacher. Would the resident submit a separate bill for each patient
seen on rounds? Most.importantly, the hospitals and attending physicians
would still be responsible for ancillary costs.in time and_services incur-
red by the teaching program. This would be no change from the current
system, since hospitals are reimbursed on a full cost basis for almost all
resident generated services. Finally, at what rates would residents be
reimbursed? .

Given these administrative problems, it is probably not an historical acci-
dent that residents have been reimbursed on a flat salary basis by hospitals.
However, elimination of the internship and the identification of residency
training with choice of a specialty may make 1t feasjble to consider varia-
tions ip stipends by specialty.> In effect, hospitals currently face such
variations because not all services are .reimbursed on a full cost basis.
Given that stipends tend to be similar for all specialties, this implies"®
that the net cost.£o a hospital is higher for those specialties reimburced
at less than full cost.. It has been argues that prior to direct tedera
support of famjly practice residencies, hospitals were reluctant to proviue
training for ambulatory care specialties precisely because of the lower rate
of reimbursement. . :
(3) -Direct subsidies for establishing practices in certain areas and/or
special specialties.

This type of mechanism is pr.marily aimed at soecialty and location maldis-
tribution, rather than at financing medical education per se. As with loan
forgiveness, its effectiveness «s a redistribution mechanism would depend
on the sensitivity ¢f physicians' choices to this type of incentive and on
the size of the subsidy required to-bring about a desired change.

Administration of this program would involve monitoring effort, defining
and identifying specialty choice, and determining the size of the subsidy
and how long it should be granted. Unlike the first twoafinancing schemes,
there is a strong argument for significant local cost Jiaring in the case
of subsidized practices or guaranteed minimum income. This is similar to
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-~ the model “used by the National Health Services Corps in desigriated communi-
-——t3es, - The costs of setting up-a. primary care practice- (equipment, -record
e ‘.kgéging;;sxs_temg,ag‘tc-.i)' are subsidized and a minimum income guaranteed the
-+ qphysician until the practice is sel f-sustaining. In many practices, the
..o -comunity will snare. the costs by ‘paying. the salary of “the ‘nurse duri ng

this-period. . .. - o IR

- [nstitutfonal Financing Options- - . .=~ *

=

. Thessimple effect of making educational grants to institutions has tradition-
. -aldy-been that it reduces the cost of education to the student, and thereby
£+ - ~increases- both the number of students seeking training and the number of
.. training places offered. This use of tax monies has beén justified on the
S~ uyrounds that public benefits exceed private benefits and that without the
.+ subsidy, & Yess than.optimal quantity of graduates would be produCed.

-

R LT . < RPN e .- s . . ,'«ﬂ“/"‘
¢ = " Tor-this justification has bepn added the pnesumption;thé(medicgl schools and
F teacning-hospitals can influence the specialty and locatien choices of their-
-~ ‘graduates. -If physicians' choices are in fact relatively insensitive to

s

e

i, iture financial factors then this may be d more efficient method of affec- -

37 'tidg, distribution choices. T - ey TR T

S At Tedst three types of grants are possibie: -
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7 Besirable targets may be set either uni gomﬂ@ _for &lT schools or teaching
0 . Kospitals, individually for eaehs—or by groups or categortes ¢f institu-
- . tions. The choice of & specific iéthod or approach to influence specialty
5 apd location decisions wg&;}d&é left to the individual medical school or
J- T hospital.. In essence, ERTS 1y the strategy of the Health Professions
-+ -Educational Assis? 8 Act of 1976 (P.L. 93-484), which prescribes a national
.+ - -goal in terms of-the proportion of resideats training in primary contact
vy oo specialffes. 1If the national target is.satisfied, then individual schioolis
;... or hospitals may deviate from the desired averages.

<y . -Biven the-heterogeneity of medical . education institutions, this approach --
! allows flexibility. How an insti tution gaes. about attaining its exogen- '
. ously determined objective would depend on how consistent the goal is with

its preexisting objectives and on how costly it votild De to mové to the

designated p;oportwmaw contact residency positions. Institu-

tions W satisfy the targets in these posiijons would in effect

" receivE @ lupp sum bonus. Other institutions may consider the cost of

v
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e {2) capitation ;gayzﬁents per student {gﬁéaﬁi >
-0 _oures andfor specialby- . . - . /

(3} categorical grants for establishing specific programs to in- -
;@Azzf’fﬂnencg specialty and location choices. /
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e atfaining the target too high relative to the size of the grant Penalties
S for failing to attain distributional targets3 -e.g., w1thdraw1ng other
RN . federal funds, would seem to be highly inefficient, since the original
T justifications for making those expend1tures Wou]d presumably still be in

o force. : T

H e . A -
i . B . - . . —

T { The. administrative aspect of this type of f1nanC1ng may be extremel) com-
S - plex.. The main.problem, it. seems; is to hold the institution f1nanc1a11y

i _~ responsible (either pos1t1ve1y or negat1ve1y) for a decision which_ is

e a _ultimately m:de by the individual. Spec1f1e prob]ems. for example, mignt
T - be. to. determine how long after graduation the decxs1on to enter a designated

- activity has to be made, how long a per1od of service wouid be required to
o ~qualify as part of an institution's target, and how to allocate the decision
- . ., to enter a designated activity among multiple 1.st1tut1ons involved in medygiL
FE ' educ tion. The all or nothing nature of a block grant may be_inequitable in

. L ,'tsfdlfferent1a1 treatment of i sti tutions which eJther just miss or exceed
?f‘““h/7{ heir targets. e T e \
N . ____.,.—-—“”" .,-’f‘—ﬁ‘/’::' - ! .

e - . y

[ '—_..4.—-""#’-/ I -E T
__._-‘—«"""‘/ . i I _ 1 - B . oL

y Cap1tat1on grants ' - . o ) - L
‘ . - o - - N
i . An 1pstatut10n would receive a- paywent per graduate enter1ng a des1gnated
A activity. The size of the payment 10u1d présumably depend on the cost of
R _generating desired choices. Institutions would still be free to choose .
07~ .. any method of inducing. desired cho1ces, e.g., changing 1m1ss1ons policies,
I setting up special programs, or pa: ing. tgg,payments v the individual
' ' trainges. Unlike block grants, however, there is a dis.inét incentive for
all institutions to-increase the levels of desired activities. The extent
to which institutions respond to this type of incentive will depend on the .
: .___.— ‘size of the payment, the interest to the institution in produc1ng graduates
P . of the desired types, and the cpsts of affecting phys1c1ans choices. .As in
s _loan foryiveness for individuals, totai costs of the program will depend on .
i how ‘net additions are defined and measured, and on how many physi ians make
o T the, des1red choices.

Aomnnlstratlve pfcblems are similar to those listed for b]qck grants, except
that capitation payments are more flexible in that they don't have the all-

or-nothing feature of a block grant: Another issue is whether 1pst1tutldns

would receive payments ir. advance to finance any special act1v1t1es which

might be undertaken, since it might be.several years before a graduate 3
choices would be detennlned The alternative is to base payments on in-

: tentions to enter particular activities. Enforcement of such 1ntent10ns

de ‘ may be diffitu]t,‘however. ,////2

i

tf “ Categor1ca1 grants

Categor1ca1 grants would consist of payments to 1nst1tut1ons for the purposée
of establishing specific programs or activities. These m1ght inciude, for
example, ‘rural preceptorshlp programs, family practice re51dencies medical
D school teaching positions in family practice. Unlike either block or capita-
Doy tion payments, these grants would specify the "inputs” to, be used without

; necessarily 1mpos1ng putput requwrements )

,
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.- funds. ‘However, it is nrot clear that this is a more desirable method of

.. -overhead. However, it may be easier to identify and phase-out unsuccessful

_ {2).- The-method of reipbgrsjnguphysicfaﬁ§fwéﬁalﬂ - L

——g

e e

. .Hospital Reimbursement

_ approach is that hospitals will be forced to be much more aggressive with--

. offering mere training in relatively less costly specialties, i.e., those

A var1ant cf this method mignt use pre setermined charges or fees for the
. ..substntutab1]1ty with other hospital employees, direct eesource costs, and

. tharges would enable fhe reimbursing authority te manipulate relative

s L4

Categor1ca1 grants may a]]ow greater control over the specific use of grant

reach1ng certain goals. The need to monitor and evaluate independent grants -
to multiple institutions would requ1re a certain amount of administrative :

_grants Wwhich focus upon 1nst1tut1ona1 inputs rather than the more difficult o
ones re]ated to outputs.-- - -~ ; LT

) 3 . _ . B ) R .
D: ___Pos§ible-Implications of National Health insurance

There is considerable uncertainty at the present regarding both the struc-
ture and implementation date of a national health insurance system. There- \
fora,. one can make on]y very general statements about how possible features: a
.of national health insurance might influence financing graduate medical o -
.éducation. Three types of mechan1sms will -be br1ef1y cons1dered 3

(1) The method of’re1mbur§1ng hospitals. ) LT :

{3)—The range of covered services ,

Thepertlnent issues of haspitals' reimbursement would appear to be whether -
educational costs should be re1mbursed and, secondly, whether the method of
reimbursément should be reasonable costs. The former was discussed in C(2)
above and will not be repeated here. Under the latter, however, a fre-
qJent1y meéntioned alternative is some type of fixed budget, prospect1ve
.reimbursemnent, or flat rate system.__(These are treated as roughly equ1-
valent here, since they share the common feature of fixing the hospital's o :
revenues, at least from public sources.) One supposed implication of this . o’

regard to cost cutting and employment of an efficient mix of inputs. If .
total revenues are fixed, thep one would expect hospitals to move toward

which take fewer years of training, consume fewer direct resources (X-rays,
lab tests, staff time) and are relatively more substitutable for other -
hospita] services. A .,

»
-

various inpatient and outpatient procedures performed in a hospital. ‘Again, v
economic considerations (residents' stipends; contributions to patient care, -

patient loads for different activities) would likely influence the mjx of
residencies offered. Compared to a total fixed budget system, predetermined: ,

v

a

Pharges so as to influence the returns fo the huspital of offerirg training

in particular specialties. In its simplest form, this might involve setting

separate budgets for, say, inpatient, outpatient clinic, and emergenc, room L. .
services. . i . . '
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/in—general, however, this would appear to be'a‘case of the "tail wagging the.
- dog." Direct subsidies for training in designated specialties would seem to~
be more direct and, most 1ikely, less costly as. well. !

t

Physician Reimbursement

v
%

One consequence of a "usual and customary" method of. reimbursing physicians
s that it tends to preserve existing differences in fees among. specialties
and locations, even when the ‘same service is being provided. Thus, there

is no increased incentive to enter a primary’care or.u =~

<

o

r underserved area prac=
tice, particularly since the practices tend to have relatively lower éarnings
to begin with. Two alternatives which might be considgred are flat fees for

. a particular service, regardless of the physitian's specialty or Yocation,

——* or predetermined fees for different specialties and locations. .Under an

adjusted fee System, there may be an increased incentive to practice in an

underserved area Jn a primary cave spectalty to the extent that the costs

of choosing these activities dre lower than the costs of alternative career

decisions. In effect, the relative rates of return to primary care practi- °

tioners in-rural areas would increase. The success of such a policy, at

least in terms of influence on physician distributian53/nvu1d depénd on the
magnitude of the adjustment in rates. of return.. = .~ f---= "

A third alternative is capitation or salaries for physicians similar to some
European models. .Political realities in the United States would seem to rule.
out universal conversion o this method of paying physicians at this time.

In the logg run, however,. continued support of the expansion of the prepdid
group practice concept could have a subgtantial impact on the Tabar market

4

\

A

for physicians.

First, prepaid group practices would be informed,‘institu- N

tianal demanders of physicians’*§ervices.

The supposed jncenivive to provide

medical care.efficiently to a specified population would in some sense
“rationalize” the demand for physicians' services. Althotigh caution must be
exercised, examinatiom of speciajty distributions wi.nin existing prepaid
group practices siggests a marked incrqase in the role of primary care
physicians. Secondly, .and»perhieps more importantly, prepaid groups can
provide the non-monetary factors, such as regular and fixed hours, cqllegial
contact, and back-up when needed, whose lack tend to discourage physicians
from' entering ptime+ care/underserved areas in the context of solo practice.
In effect, this ty.: of institutional shift would also affect the relative
.rates of return té various career choices. >

)

{

»In gengral, although the method of physician reimbursement might very well ‘have
a substantial impact on long run specialty distributic~s, there would not’ seem
to be a significant direct effect on graduate medical education. It vipula
seem that the primary objective in designing a physician reimbursement system
should be promoting the efficient provision of an adequate supply of gervices.
To the extent that there are spillovers to the educational system, ése
effects should be either compensated for or reinforced by direct intervantion
into physician training.

~
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" Extent of Covérage ‘ v
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Tt is genera]]y agreed.that if national health 1nsurance includes un1versa1
coverage of all medical services for the entire .opulation,.the b1ggest
shift in demand will be for ambulatory services. 5 This presumption is
sbased on the observation that hospital insurance for inpatient care is .

. a]ready duite exténsive and many uninsured people have access to hosp1ta1

-care through. public hospital system$. One likely consequence of such a

. large shift in the demand for ambu]atory care relative to jnpatient care
might well be a jump in fees and~earnings of specialties wh1ch tend to ’
-provide reT§t1ve1y more ambulatoXy care. . \ AN L

¢
’

Similarly, since insurance coverage (exc]uding Medicare) is strongly related
to incomre levels,- one would expect.demand to increase relatively more for
1ow income than for high income famiiies and individuals. Again, this should
_increase both the edrnings of phys1c1ans serving duch populations and their. .
relative share of medical care . services. Both of these factors may move
phys1c1an distributions in desirabie directions over the Jdong run as rela-
tive rates of return are affected.) However, this may be, tempered by the .
ab1]1ty to continue-earning satisfactorily h1gh earnings in non- pr1mary care/
non- underserved area specialties. - .
o .

Since it was stated_above that hospitals' mixes of ‘offered res1denc1es is in-
f]uenced pr1nc1pa11y by the demand for services in.the hosp1ta1, a relative
increase in the demand fcr ambulatory services*could very well induce hospitals
to increase the proporiion of residencies in ambulatory oriented specialties.
The extént of this effect, however, would also depend an the nature of the
re1mbursement methods and rates for the various types of services. In parti-
cular if cost based reimbursement at less th¥n 100. recovery for ambulatory
serviceseis retained, then hespitals might still be reluctant to offer residencies
in primary care, even in the face of increased demand. .
E. Ynionization of Residents and Changes in tha Supply of Foreign Medical .

Graduates (FMGs) .
Two emerging trends which mey very well have substantial impacts gn teaching
hospitals are thetunionizatiun of residents and sharp reduc’ions in the supply
of FMGs to residency training positions.

(n Unicnization .
Unionization by residents is part of the general trend towards unioni-.
zation of other hospital emplnyees and, indeed, of service workers in
all occupations. It is a procu s which, when applied to residents,
tends to evoke highly emotional responses., partially because of the
controversy over whether résidents ar~ students or employees; part
ally because of the hospital's image as a charitabla institution;
‘and partially because of a belief that professionalism is incunsisrent
with unionization. Professionalism, however, does not seem to have
precluded the unionization of practicing physicians im other, ntries,
with Canada as the most proximate example. Similarly, the advent of.
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BN insurance.have largely made the charitable hospital- an anachrénism.
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'@edicéid and Medicare, and the growth of private hospital .

When stripped of its emotiondl veneer; the issue of unionization re- '
duces primarily fo how much will hospitals have-to pay for the ser- o
< vices prcvided by residents. Whether thig involves salaries (stipends),
' .working hours, fringe benefits or program content is largely irrele- -
“" vant. To the extent that residents Succeed in increasing their re-"- - -—
turns along any combination of these *dimensions, whether #ghrough formal
union bargaining or informal agreements, the costs. to the teaching ' :
&7 hospital will increase. In large part, this is but an aspect-of the '
implicit transaction between hospital and resident described earlier. ‘
Residents provide services to the hospital, but agree to receive less .
than their full value monetarily in exchange for training provided by
the hospital. EXactiy where this bargain is struck depends on factors .
which govern most economic transactions in the long run: the value of
the services.provided, the availability of substitutes to provide
services, and the range of alternatives available to residents, (In
the short run, of course, there are additional costs and.disruptions
associated with strikes, lockouts, etc. However, the cqncern of this
naper is with the long run consequences. ) & ;

~

- . What might begthe effects on hospitals and residents? Based on the:

objectives of the teaching hospitals and the physicians in training

.discussed at the beginning of this section since no empirical evidence

is available, several possible reactions might be anticipated:

hospitals could move toward increased.employment of lower priced sub-
stitutes for residents, e.g. new types of pr¢ fessionals such as nurse
practitioners and physician assistants or specialized technicians; the .

- total number of positions offeréd could be cut; and the mix of resi-

' dencies could be shifted from those specialties which- generate the
largest net revenues from gross patient revenue (more expensive pro-
cedures, longer lengths of stay, ancillary services)‘and yet haye
higher costs generated by longer residencies associdteu with these
specialties, to shorter residency programs focused on ambulatory pri- '
mary care. These types of shifts, as pointed out previously, depend .
on the financial incentives and constraints faced by the hospital as '
vell as the extent to which status or prestige is an objective of the
hospital.

.

(2) Reduéed Supply of Foreign Medical Graduates (FMG's)

Unlike unionization which nay lead to a decrease in residency positions
offared by teaching hospitals, this issue addresses the increasing
number of residency ‘positions offerrd bty teaching hospitals as they

. increase -their affiliation with medical schools and increase their bed
capacity and new hospitals .are built. (The implications of the latter
twa. for health planning and cost containment are beyond the scope of

5 this paper but the‘emphasis on in-patient rather than ambuldtory care
has been discussed previously.)
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There has been®a concurrent increase in the numbergof graduates from
,U.S. medical schools and if the percent of residency positions filled
is taken as a criterion (Appendix Table V,.page -) this has remained
at a high level. However, if the number f1]1ed by FMGs is examined,
it is seen that FMGs tend to be concentrated 1n those hospitals which
serve special populations: low 1ncome, chron1ca1]y ill, veterans, etc.
Thus, the'consequence _may be that as re51dency pos1t1ons increase, the
"more desirable" pgsitions witl continue to beof1]]ed by USMGs, Teaving
the "less desirable" ones unfilled when the impact of .the gonstraints -
placed on FMGs by thie Health Professions Educational ASSﬂstance Act of
1976 (P.L. 94-484) is felt. Aside from the idipact on téaching hospitals,
* therefore, is a mor serious consequence of reduced access to medical
care by popu]at1on yroups which already suffer re]at1ve]f poor access.
N [ 4
" An’ add1t1ona1 factor potentially reducing Ehe number of Fore;bn Medical
Graduates coming® to the United States for gradvate medical education is
the concern about the qualifying*examination for doing so. In the past,
FMGs have been required only to pass the ECFMG (Educational Comm1ss1on
for Fore1gn Medical Graduates) examination which san be taken at any
time™in their career. This has led to different staigdards for FMGs
and the USMGS who take Part I of the NBME (Natiorfal Board of Megical
“Examiners) sxamination at the end of their sophomore year and Part II
in their senior year of medical school. P.L. 94-484 states that FMGs
be required to"pass the NBME exam1nat1on as well as an Egﬂ]ish facility
examination. ' .
If these "less des™rable” positions are to be filled, or if indeed they
“ can be filled, by USMGs then the higher monetary expectations of these
residents may be beyond the ability of state and local institutions.

/

The principal .oncern regarding the reduction of FMGs as proposed by
P.L. 94-484, however, is the #rovision that after complztion.of training
FMGs must return to their country of origin and will no longer receive

¢ preference for immigrating to the U.S. Not only do FMGs fill residency
POS‘t]OP: in less desirable institutions, they also tend to practice
in these institutions or other underserved areas. The relationship of
this provision to incentives toward specialty choice and gecgraphic
distribution for USMGs deserves careful cons1derat1on

This reduction in FMGs in teaching institutions and in practice loca-
tions also has implications for the utilization of new types of health
manpower (nurse practitioners and physician's as>1stants) to fill a
potential gap in the de11very of pat1ent care.
This section has presented some of the issues surrounding the future of the
financing and reimbursement Qf graduate medical education and some options
for changes in approach. It has emphasized the .need to take into account
the obJectlges of SOC1ety, the teaching hocpital, and the im ividual physi-
cians in tr in1ng in considering these options. The relationships between
the needs fr primary care delivery, legislation to meet,those needs, the
impact of unionization and foreign medical yraduates on r951dency posicions
and these objectives have been explored. Policy options have been présented
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in their broadest context and in the absence of supportive data. The
following section summarizes the paper and gives research recommendations.
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V. SUMMARY AND RECOMMENDATIONS FOR RESEARCH 'N THE FINANCING OF GRAGUATE
1MEDICAL ERUCATION - -

" BRSNS TR
e ’ ” ;

-

Y M l—

% et e

; ;érf A, Summary of Current Status and Future Options

- This paper has descr1bed a number of characteristics of the graduate med1ca]

education system focusing on the dimensions, methods, issues, and options

" .., pertinent to its financing. It was conceived around two themes regarding
-data: - - ) ’ _ .

—e THhe current statusg.of the financing of graduate medical edJcau1on about s
~ whith we haVe ,ome, though limited, data, and '

o The incentives and constraints :urround1ng futlre opt1ons in ‘financing

and exogenous issues which will have an impact on both financing and
graduate medical education per se, Little or no data ex1sa on these issues and
opt1ons : D

0

LAfter. a br1ef descr1pt1on of the history of the growth of graduate medical
educat1on to piace f1nanc1ng and reimbursement in context, Section II pre-
sented the current various sources-of funding for GME. These were differ-
entiated Setween d1rect federal, state, @nd local level funding, e.g.
Veterans Administration or 'state university teaching hospitals, and indirect
. suppért, through patient revenues, e.g. Medicare, Medicaid, and other third
- party payors. The tatter was critical since approx1mate1y 90% of the costs
~+ , for graduate medical education, outside~of federal and state hospitals,
comes trom pat1ent revenues. In an effort toarrive at a total figure for
. curreat vinancing of graduate medical educat1on the following figures were,
der1ved from the diverse data sources: . :

; .
. .

) Direct Foderal support $217.2M °
»wEskimate of direct support inm . .
. State and ({ocal governme: ¢ hospitals . 43.8
- . Estimete of >ndirect suyport through
ot patient revenues _520.1
- ’ Total appraximaticn for GME from "these .
* sources of support o $781.™

: L
Major concerns are ‘ne 1nabx11ty 40 separate the educat1ona] costs in GME
- from reimbursement 7or services rendered in patient care and the impact of
the educat1ona1 process on additional costs in the teaching hosputa]

M Sect10ﬂ 11 presented the geographic d15tr1but1on and specialty choices 6f
. residency positions Yn the context of financial issues surrounding these

- positions: salary, "moonlighting," and collective bargaining. Salaries

! (stipends) for first year residants in one study range from $13,500 in

B New Yprk C1ty te $9,200 in Dallas, Texas. The discrepancy widens by the

. sixth year to over $6,000. "Moonlighting" (working on off-duty hours), the
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At the institutional or teaching hospital levels-

; Co, . - : ) : 3
traditiogal method of-augmenting residemts' saldries is directly related to
collective bargaining. Hospital policies vary on the former and whether
residents will be permitted to .engage in collective bargaining is still in
the Courts. This section includes the limited data on these issues. Section
IV explores their implications. . - s )
Also in Section III, available data were manipulated to arrive at some
approximation of the effects of current legislation (PL 94-484) on the
cos.s of graduate medical education in the future when the emphasis is to

" be changed from subspecialties requiring five to six years of residency

training to primary care specig]ties which usually require only three.
Even given these changeg, based on a number of assumptions, the costs for
GME salaries.by 1990 could be four billion dollars (pagg@EO ).

Section IV presented the objectives of society, teaching hespitals and
individual physicians in training in supporting graduate medical education;
some options for financing at the institutional or teaching hospital and
individual levels; and some of the issues wh}ch hava an impact on financing

GME.

It was eﬁphasized that any future options in financing graduate medical
education must be considered in the light of the following objectives: .

Society* ‘e .
. .- \ . )
o . training qualified physicians to celiver medical care’ I
o increased numbers of physicians in primary care specialties -
o equity of access to medical care both geographically and holistically_
~ in terms of personal costs to secure them ’ . _
o .incentives and constraints chosen so tiiat the products af graduate

medical education meet the first three objectivesat—least cost to
society. ’ )

Teaching hospital

e patient care . :
¢ teaching _ .
® resedrch ’ !
o phestige . .
® meeting the first .four objectives within the constraints of'revenue
sources . . . .
- '«‘
Individual . ¢ :
. o ) $
o intellectual challenge - - .l oo

s collegial relationships
e quality of life , ,
o an acceptable income level taking into account the,first three objectives

)

~ N A
Given these objectives, some financing options are: H

L A .(l.

o block grants . ot .
e capitation payments for students selectihg particular specialty or . ,,*
location choices ' oot

.
- -

{ A ]
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e categorical grants for establishing spec1f1c programs to influence
specialty and location choices .
At the individua] level ' L; o
Vs
e self-financing through; loans » scholarships,- and/or loan forgiveneass
e direct fee-for-service reimbursement .
o direct subsidies for establishing practices in certain areas and/or
certain specialties

»

Somé of the cur€ent issues which have an impact on graduate medical education
are natinnal ‘health insurance, unionization of residents in teaching hospitais,
and the effects of the Health Professions Educational Assistdnce Act of 1976
(P.L. 94-484), particularly with regard to Foreign Medical Graduates.

The implications of a national health insurance plan center around the method
of reimbursing hospitals and/or reimbursing physicians and the range of services
3 plan might cover. It is generally agreed that if the plan includes universal
coverage of "altimedical” Sérvices for the entire pepu]aulon, the biggest shift

in demand will -be for ambulatory SEPV1LES

The treﬂdi{oward un1on1zat1on of residents and increasing costs to the teaching
hospitals. in- terms of sa]ar1e:'and fringe benefits may well lead these in-
stitutions to consider a1ternat1ve methods of_ achieving their objective of
;pat1ent care. Ong of these mcth(ﬂs might be, tite utilization of new types of
health profess1ona]s, e.g. nurse’ pnact1u1oners and physician's assistants.

These alternativas would have to cansider other object1v°s ©of the institution
_and its faculty in teacping and prestiqe “faetors. (

: -,

The impact of P.o. 94-1:4 regarding Foreign Medical Gnaduates 15 of paramount
concern, both for.residency pusitions and prackice 1ocat10@s after residercy.
..The Timited studies whicn have been done show FMGs occupyng “less desirable”
res1dency positions, e.q. Yeterans Hospitals, and practicing in underserved
areas, botn urbar ond rural, institutional and selo-pracktice.

These have yendéd to be the least re1mhuﬁ%éd ‘positions qnd‘pzaf{1ce dareas.
The issug is hov such positions can be fnTWed within the econefric-constraints
of sodﬁe;y,and teaching institutions. he .

»

:
Rl
. Al -
., . - 4
| -
.
i

A
P




B. Policy Implications ‘ ' - e ey :

Policy makers have a v%riety of individual, instiiutiona], and indirect l
options for financing graduate medical education. Decisions from among ‘
these opt1ons should be based on the degree to which they lead to attalnmen
of soc1ety s objectives of “"the right number of physicians of the right

xind in the rigu. place” achleved\an the most cost effective manner. Ther:
are several considerations, discussed «reviously, that have an impact on the
achievement ‘'of *these chjectives.
1t may be that a ohysician in traihing is npt especially, sensitive to
either financing methods during training or expected earnings in practice
as an incentive toward specified specialty or location decisions. it
would also seem that the present indirect financing of GME tnrough patient
care yevenues is di$proportionate to the educational component and diffi- -

-+ cilt to target in cost accountxng On the other hand, recent experxenée .~

with the growth af family' practice residencies and the responsiveness of
medical schpols to capitation granmis trom the Burkau of Health Manpower

(HRA, DHEW) siggests that\institutional response to financial 1ncent1ves

can be both targeted and Qrompt

<

-

i - —— o

It is albo possible that the relationship between the location pi residency
traim.g and pxactice location that has been shown in some studies may - o’

. disappear if, in. fact, residencies were reallocated tu "less desirable" '
positions boun, by specxalty and qeographlc location, e.g. primary care,
residencies in zural areas.

In contemplating potential reallocation of training sites, it is.obviuu.

that the nature of training provided in rural locations would be signiti-
cantly different than that in underserved urban areas. This suggesis a need
-also for redefining the nature of graduate medical ;ra.n:ng ard how noa-
fnstitutional providers might he reimbursed for training provided. MHon- -
fnstituttonal yraduate education nas_been the mode used until recently by
$chools ‘of Osteupathy. They are now §radually chajiging to the institutional
model. With regard to finencing options, this non-institutional approach ~
might more appropriavely fall under one at the iadividual levsl.

The corplexity and diversity of the graduate megical education system
sugges . that the mix of policies sel~gted for moving towara desired societal
object es n reacn;ng an optimal fxnanc:ng syste be as flexible as pos&xble.

The questian of now Ltie,costs of qraduate med!gai training should be davided
in optiums betawen residents and teathing hospitels cannot be determined 1n
advance. it gepends on the yuality of the training provided, the content of
training activities, and the quantity and ilnds of medical care services
provided-by residents. Since these fact will Tikely vary from se* ting
to setting, predetermined shares would bﬁt&ést difficult to assess or
* rzqulate. Tnere i5 a need, then, for the establishment of 2 mechanism

which encourages ands facilitates sone degree of.equity among the relevant
parties.  residents, ' gching hospitals ?cr other teaching providers, ncluding
office based Qny‘1C’ n5 ¥, and patients. . .

~-F1na11y. ts the exte- * that pub1*r sv adies are called for, the federa!
goverment iyt ve the Brpferred source of funds rather thag state o
local govern<ent. fug several reasuns. Specralty gnd location distributions -

L]
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should be the focus of nationa] health manpower planning and only at the
~ federal level 'can competing demands for physicians be_evaltated and ranked.
Physician-mobility Jeaves some individual states unable to meet Tocal demands
2 _ through’ their:medical education systems while supplying physicians to other
¢ 17 states. It is imperative that a system:be established for monitaring changes
€ " ip. physician supply and distribution, and that this system be used both to

< _afd in-establishing national goals in résponse to changing patterns of y :
...z _ demand for physicians and to evaluate the impacts of various financing L
: meéchanisms. ’ : o= e
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“ C.. . Recommendations for Resea¥rch: - ’ //
L . » k . .

This paper has repeatedly pointed ouflthe paucity of data on~the}finénting
- . - and reimbursement of graduate medical ecucation. There aré two Kinds of
; .. data which are needed: those:which can be collected in a‘reTay{vQJy.§honx
; : period of time to give insights into the various activitiesA%pd funding
sources of physicians in train‘ing and longer term studies of “impacts of ’
- changes in reimbursement mechanisms on the .graduate medical,“education system,
e.g. costs for training and career choices for residents. , ’
¢ _ Before listing some tecommendations for specific research, it must be
stated that an obvious research companion to the multiple funding options
discussad previously is that a portion of subsidy funds -be allocated for
_evaluating the results of alternative programs and £inancing ‘'systems. In-
particulary every effort should be made to collect research data-on a

b relatively uniform basis across programs, sites, gﬁd financing systems.

. 7o ‘
3 Further, in order to facilitate research and evgluation; project and program
B objectives should be ciearly established‘and'gédg'exp1iéi¢ while projécts
D and programs are in.the design and formulation states. This will entourage

' . coordination between research and program management data needs. These-kinds
N . of ‘récommendations.are particularly wﬁthjn/the purviéw of thé GMLNAC.

ot kad * . . .
, Some of the short-term research questions which need- to- be answered. currently
o . are: “ ) ’

= .y . o -
= - '

-

: <. What are the -current costs of teaéﬁing hospitais in providing gfaduate "
& .medical -education in terms. of adpinistration, teaching; salaries to
) residents and associated‘0v¢rhgpdycoét%?

2. How are revenues allocated tq/meet the costs of GME, particularly with
" ~regard to educational activities versus -patient -care? What accounting
. mechanism can be estab]ishg&:to secure these -data on an.on-going basis?

3. row do teaching hospitang;nd the graduate medical education facubty
view the trade-offs betwéeri costs in termé of education, use of ancillary
services,. e.g. extra 1§boratory tests, X-rays, and the objectives of )
prestige and cost containment? ) S

- ‘ ra . .

4. How do teaching hospﬁtalsvcontemp]ate coping with iggreasing costs of
residency programs? The reduction in foreign medical graduates? -Are
new kinds of heat}h profgssionals a viable option? - -

’ 0.
° 5. What cost redisy?ibution do teaching hospitals see as a résult of a
thange of -emphasis from -subspecialties to-a focus on primary care .
specialties? Alhat impact will the current level of reimbursement for
aubulatory care have on these potential cost savings? .

. 6. What effect would moving primary Care residency programs out of the )
. teaching hospital into, e.g. Area Health Education Centers have on costs o
: _~ and location choices? What can be 1earned from the National Health Service

Corps experience? What c.n be applied from the traditional “apprenticeship™’ "
method: used by Schools of Osteopathy and the change to institutional training? .

R / £ Py . . (]
o . ) r -
. .

\)




by

Ry

[

f«."w r,:][‘“ .‘M i

gﬁ{' ..

Ny R R s
U

" \1ﬂhi]é'thére is-clgarly a pressing: need fd—é%bab]ish po]Hcies_andlprégrams

S TN - .- - . - S T e e gy

B T T T VR U Y — e e o

e - - [

‘in-order to, respond to ¢urrent jssues, it should also be clear that the
processes of physician-distribution generally require a long period of
~time .to work themselves out. More importantly, moritoring and inter-
. " -vention into the process will certainly be a continuing activity. For this

© .. _reason, priority should be given to establishing longitudinal samples _ of

physicians who would be surveyed during their pre-medical; medical, and
. “post graduate years in order to better estimate the influenre of changing
financial, market, and societal conditions on physicians' ‘career choices.

.- If Such. longitudinal samples cquld be successfully established and maintained,

théy could then beécome the basis for latest surveys and analyses. of physicians'
practice decisions e.g., prices, hours, patient+loads, staffing etc. The
‘existence of .a publicly available data base of this sort would be a rich source
of information for future as well as current policy and reséarch issues. '
In the long term, looking at the varjous options discussed in SeétﬁSn v,
the following questions would allow some assesswent of ‘the a]ternativeséﬁ |

1. HQW do different jinstitutions. (medical schools and teaching hospitals)

. ggsponﬁ,to a grant of a given type and-amount .as a function of form
of control.and ¢urrent budget.'§ize? : ‘

2. . What. would be the differential effect in terms of public and private

"~ control and bucget allocation of awarding. a specific sum in the form
of acapitation, block, or categorical grant to these institutions
to- support GME? T - oo

3. 'As. a result of fhgsg cHanges in funding,’were there, in fact, changes
in institutional outputs, e.g."ultimate cekeger choice of residents and
lowered-costs for traiping?

. .. : ) . .
4. What criteria should be used to measyre changes? How'wili career chgices
> and lowerad costs be defined? , Y .

e

-
P

5. Will changes in various mechanisms such as maximum loan or scholarship,
’ interest rate, repayment periods, or loan forgiveness options affect -
the career choices of these physicians? Should time limits on these

- o,

- choices be established?

Also, towthe gxtent that teaching hospitals, medical schools, and medical
education associations are involved in the design, implementation, and
maintenancé of data, there will be opportunities for improv.ing -communication:
among parties irterested in the same sets of issues in graduate medical
education: patient care and cost containment with an aside for prestige.

It has been evident throughout this paper, from the diverse sources of data,
that. this communica.ion has not been present. Tt is hoped that the National |

~ Advisory Committee will provide the necessany catalyst for sych communication.

w
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- ) . oo . APPENDIX TABLE I
- < " PN - . {
. OUTLAYS FOR PHYSILIANS' TRALNING BY AGENCY FISCAL YEARS 1968- 74 ) ..
o e T : IN THOUSANDS OF DOLLARS
° cAgeney . T vt 1968 1960 1970 . 1971 - 197’2, 1973 1974
To'ta1 . - - $169.584 §$185,036 $224,780 $269,007 $317,725 * $4075172
Department of Health, Educat1on . - .. il : _ - - .
and ‘Welfare . $58,876- 89,201 101,486 126,116 169,179 198,918 238 457
. HSA: Health Service / 2,844 3,207 4,895 * 3,282 4,062 5,512 ‘8,018
HSA: ‘Indian Health Serv1ce 842 . 686 860 . 893 - 642 615 --665 -
“ HRA: ‘Bureau "o Health i . . Y L )
Manpower :ducat1on 18,018 46,108 52,315 80,425 112,814 154,596 189,965
A1coho1 Drug Abuse “and - ) N o , c . R
Menta1 Hea]th Adm1n1strat1on 31,909 50,743 34,936 32,291 42,298 27,219 28,429
Social and Rehab111tat1on o : | : o
Sefvice. . - 4,328 4,696 --- 4,500 - 4,300 3,381 . 3,804 3,040
Other HEW , 935 3,761 3,980 4,925 - 5,986. . 7,072 8,340 "
- Appa]ach1an ‘Regional Commission _NA 3 _ 298 98 527 . 442 224 *
“Department .of Defense NA 32,187 24,120 32,121 22,088 27,664 67,303 ¢ -
Veterans Adm1n1strat1on - NA 48.193 59,132 66,445 7;)7,213 '90,7_01 101,188
o i } .. . o
Sourcé: Federal, Health Spending 1973-74 ~ .
’ - . .
1/ - 4 -
/ _ .
/ ’ e T T )
/‘{‘ . . -




“ " APPENDIX TABLE 11

Source of Income 6f Medical Students
By Control of Medical Schools-

.
s -

ATl

' Private
~Schools.

Public
Schools

Source of Income ~

Total Income

Sghoo1s

100%

_100% ©100%

<

.1 Total fon- refundab]e funds

£ﬂ0wn’barn1ngs and savings
Spouse's- earnings -
'Gi fts/loans from family
Federal Health Professions
Scho1arsh1p ,
NIH-supportéd Researcn Grants, etc.
Armed Forces. Pay/Armed Forces Hea:th
Profes$ions Scholarship . =
Veierans ‘benefits :
;Pub]1c Health- Service Scho]arsh1p
~Physician: Shortage Area Scholarship
National Medical Fellowship
S Robert‘wood Johnson. Schoiarship
“Grants from school funds
\} State scholarskip ° -
:Other ngn-refundable

Y

~

-

]84v
23

.
— o Rk =R —

A

" g5 g0
22
20

24
27
17

&
[N

00 * —

. .
L= N R % =P —

‘ TbtaT Reéﬁndab]e

Federa] Hea]th Professions 1.0gn
- Nat1ona]'D1rect Student -Loan/
*“*“““—‘-*Nat1ona] Defense Educattion Student
... s.Guaranteed 1can. (through 9choo1
or private banky’
~ School, loan
-:State Joan -
Private.bank Toan (not guaranteed)
. ‘Robert. Yood -Joiinson Loan :
- AMA-ERF Loam .
Personal lnan,
~dther Lodns

-

- R A Rt |

4

.
—l*'_a W =t = — N
—_— - *—l_l—lm

L Lesc than 0.5 pcrcent

Source:

“~
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. 'APPENDIX TABLE 1I1 - % ,
.77 % OBLIGATIONS INCURRED BY STUDENTS UNDER P.L. 94-484

3 N£3 v . HEALTH PROFESSIONS EDUCATIONAL ‘ASSISTANCE-ACT OF 1976
Foas o o ‘ i o C . : ‘
by v " ‘Refundable (Undergraduate medical, osteopathy, and podiatry-MOP). .
. o9 T s = - o - . ' NN - .
1o 1. Loans tO«StudenfS‘ihrough thg“hea1th pipfés§iqns assistance act_extended )
N through FY. 1977 to :cover existing obligations and it is then: repealed. © - - o %
ew . Loans shdll be repayable in equal oY*graQqatedxperiqdﬁc installmenws - T
el . cver a ten year period which beégins -one year after study completed. ¢
T Such loans.shall bear interést on the unpaid portion of the loan at :
R the vate of 7% per annum. T e
i A Maximum loan increased from 3,500 to cost of tﬂitibn.aﬁd $2,500. . o
; 2., .Federally insured ]{gﬁslto‘hea1tﬁfprgfésgibhs students* (eéffective FY
T 1978); 1oans are gudvanteed up to $10.000-a sear for students in medi- = |
e *cine; osteopathy and podiatry (MOP) and an aggregrate of, $507000%"Loans ~
;g oL . are to be-used only.for tuition, ‘tools.and -othér reasonable costs. . ~
! ' Loah prikcipa1.rébaya53e over a period of 10-15 years starting 9-12

'months after completion-of training. Interest repayable by ‘student, o
ce - - throughout 1ife of loan at a rate not to exceed 10%. ‘Defaults on loans .
I insured up to 100% of principal -and interest. Students payment on princ= -~ -
. ipal not required during .periods of up to 3 years of internship and .
o ' residency trainingor service in Armed Forces, Peace Corps, Nattonal

e . -Health, Service Coﬁpsvor“Visga—Vo1untééfiPYb@Fém. - : :

f’fv_ o 3. »National,Hea1th,ServicevCQfﬁu Sghof@rships are pro@fded-for a school year '.%
s . under a written contract, ang’include: tuition in such school year and -all ;
5 other reasonable gducational.expenses,,andna stipend -of $400 .a month.-. Lo~
N _ wEachrrecjpient,Gf a.sehp1arship5isn951igated‘to serve one year for each b
: . year a scholarship was provided Jr two years, whichever i$ greater, in a _
;ofi;v ooat health manpower shortage area. - . ’ .
i, * (Meq1cTne, osteopathy, podiatry; dentistry, and veterinary médigine)

.




X v N, el 5
L ' ’ .
. DO . e . ©
R A TIPE R '
o ‘»A‘. : i v . - £ 3 > “; :‘
g i L o _ APPENDIX TI}BLE w o T .f'_“~ . .. S A
- ¢ Numbcr‘ of -Internships, by Type of Hospital Control - T ' e v
< . . x? L
o . - - -, ——..*.  Number of Internships Number of Intcrns on Duty . T .
K Ao ’ ) “Total Total- B Grads., ~ - Total
LT ’ e, ¢ . Positions Po_sni.o.ns Pos:tipns Us., F"orcign ‘Percentage Flexible
N - . . Ho. of Of fered Filled ~Vacant,’ Per- Canada G:aduates For. Grads. -Positions
N ) No, of Approved  Sept..1, Sept. 1,  Sept. Vi . centage Sept. 1, Sept. 1,  fin Filled- - Offered
.o R Control =T ¢ = -Hospitals »PrOgranit?f? 1973;__+_ 1973 1973 ¢ Filled « 1973 . Jv/ "Positions 1975- 1976
Cogxbtned Hospitals | % I KT 200.4”74./,,493—’—""’96 oo« oar W 306
v Tetals, T — 90— B TLWT . 4,007 13 96 S P ) L A U] TS
.. Federa] o :'_,\ - . - ) 4 : ' . - = - l: . - ." L e [] —an -‘ - et 3 . ‘ : R B - f .
U.S. Air-Force- - -3 7 42 42 N ‘100: " 42 . .- .. RN &
‘U3S, -Army. - I 7 41 .. 39182 177 5 . ¢ 97, 77 © . . < 86
E S. Navy 5 ., 5% 135 12t 14 . 50" R 2 2 ~82 .
U.S. -Public Health Servica o "d14 86 65 21 76 40, 15 23 51 ¢
_Veterans Administration 40 9 - 83 <79 4 L. 95 83 26 33 - ’
“Other .Federa) . , 2 s 14 30 18 12 60" -3 . 5. 28) R I
o s e ~ g, . Jg®’ %@ Twm@ L% s -7 W L © 10 a5
§ Governmentﬂ Non-Fedcnl . ) T o S . et i - ST
. State 49 147 . 960 877 83 9% , ., . 83 = 46 5. ¢ 24y .
" County 33 112 - 889 ~847 42 95 705 »142 17 258 -
coCityT L Y . 84 597 - %50 47 92 269 281 51 87.
thy-County L RN 28 180 - 167 13 93 < 153 14 8 -43
Y ‘Hospital District 10 39 170 149 21 88’ 124 28, R . .55
- Totals - T35 0 zTo‘s‘ 2,590 206 09 _z.m 's‘o‘é - 20 3H
Non Gover mental Mn-Proﬂt e - X . ¢_ . - 7 . . T >, h
. .+ Church Related * 19 376 1,637 . 1,35 - .- - .28 SR Y G 720 .629 4% 427
e ~~—~v~—Non-Prorﬂt*Corpontion 334 1,026 5 008 4.51’6 492 ‘90 2 573.. 1,943 43 = 893
S Totals . 453 1,402 685 5802 773 88 §.3o"' v - 2,572 . .44 1,320
: ! ‘PtODl‘i eta I‘Y' * ’ . T i N i ¥ .
. “Individual: . - - - - - - . - e . "
: mtnership o c- - - - - . - - ‘- Ry -
Corporation . 2 . . 25 20 - 5 80 - . 20 100- -
co *Totals I R Ny ] ~5 80 . .= Q- 106 -
i . GrandiTotals. T 2,704 12,785, 1,0 1,TH 1 7.806. - 3,95 3 2,333
.. - -Sourses” DF cctory of Aproved- Residemics 1974=73, AMA . - T T o . K : - ’
Lo " ’ . o T, .
. g " .
104 ° R : * 105




APPENDIX TABLE V™ °°

NU@ER’OF RESIDENCIES, 8Y TYPE OF HOSPITAL* CONTROL

'_i'

Numher of Resi,dencies = ) Number“of R’asfdents on Duty
Te g = g Ty T

. Total . Total .. . Grads.. . .2 MW e
. Positions, Positions- Positionf ©us, .  -Foreign \’ ‘Percentage  Residency
¢ * No. of Offeréd . _Filled.  :Vacant Per~ Canada ‘Graduates  For. Grads. Positions .
o ) . No. of  ° Approved Sept. 1, Sept. ... Sept. 1. Lentage.~Sept. 1,  .Sept. 1, in. Filleds - Offercd
- Control . Hospi ta‘ls Programs 1973. 1973 . 1973% " Filled 1973 1973 - Ppositions ° _1975-1976
. Tombined-Hospl tals 188 - 250"

—30;205 X902 G173 YT 3O e 24,000,
_ Totals Y8 . Y780 . 30475 T!r"l’“‘i L‘Tﬁ_ 9. Y537 XM 2 H"‘T

.

>

federal K . . . . X o .- L

- UiS. ‘Atr Force- 5 -31. 313 m 62 83 3to B - . S 415
V.S, Army. A -5 94 88s v 797 . 87 9Q. 76 S 1,131

.’U S. Navy™ 1R n 735 *645 90~ 88 640 : ’ 880 - -
U S. Public Health 9- - :24 167 > 125 42, , 15 14 N ) .07 .
- Service .. .. . . X, - . :
Veterans ‘Adminfs-. 100 124 1,100 1,022 78 93 "425. : L 1, 328

“tration- . . - . . . .
-Other Federal - 5 14 98 . 68 30 69 - 50 50 - 18 . - 130\

-_ 2 = ., . .
. .Totals 143 358 3,357 . 2,968 _ . 88" 2,315 . 3y R o9|
- @ Goverrimental Non-Feddrd) ’ . R . ' -

¢ - state . 22 475 ,5,188° 4,516 81, -3,270. .. V1,286- . 5,990
T County e _ 71 ‘z 462 2,239 : 9 T 1,612 621 C,. % 3,318 -

city - " 45 _ 1,266 1,170 .. 450 720 - 1153

" City-County . _ 20 7401 35) . 297 ‘54 ST 658

“Hospital Ofstrict 12 ~ 321 22+ 49y - 8% ‘ 42 . : 402

Totals .. 360 ° 9 638 . 8,548 . © 89 .5_? 2,600 . .l . 11,801 -,
Non Governnentﬂ Non=-Profit ) ) ' ’

. Church Related 197 / 3ps6 3l . ¢ | 650 1,563 494 4,983
Ron-ProfitCorp w72 .. 16,516 14,983 1, _ .8.968 .. 6,075 40 ! 20,429
Yotals 869 2,335°-  '20,352. 18,200 ), 89 10,622, > : 7,578 . _ 5,2 -
Proprietary e - ;x . . v - ‘ o
-Individual . - - . ) - .3 - e -
> -Partiiership’ - oo 1 25 £ L W
" - -Corporation 13 62 50 : a - 3 sl 3 e 45
Total' Ry 9 . . _66 51 ; . 34 17
Grand Totals. 1,577 4.8%0 . - 53,608 48,863 - . 91" . 33,967
Source: Directory of Approved-Residencles 1974-75, AMA - - B

o




\‘///-“ ,j; PERCENT DISTRIBUTION OF HOUSE OFFICER TIME

' APPENDI‘( TABLE v1
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Tot@l

Prjnéipa] T

Graduate
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-Under;
. graduate

_associated

‘Independent

) A ]

Dol e

"Patent care | i

;} .: '—' ;'“:Zf .' ) Pat-ieht cxaf‘e tbta] \

Tpadiﬁhg W1th patient care

Tota] . , .-
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out direct supervision .

67
. ‘290
38

17
10

100-
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64
-

36
18

10

100

70
2
38

e

Y

100
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3
42-

14

10 -

100. . °

1,

34

37
15

‘ Learn1ng -
f.:’- Teach1ng 2 , v 2 3 2 1 2
arch \ f 3 7 4 2 ST T
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APPENDIX. TABLE VII ‘o
. '

Funding Sources Used:-to Pay. Interns and

nenc Ses o . Residents by type of Hespital Control

S o ’ - {excluding Federal). 1975-76 .. .
L Number of Times. Funding Sources were Mentioned .

, - -Percent of Patient Federal State- Medical Private Other T
AR Support.  Revenue ° Dollars Municipal School  Grants.  Hospitals Mise¢s

P 'SgM. P S&M P SaM P .S P .SgMc P SaM

o
e 3
72 1Y

Qe

, :
S QO NS S,

14
t

Cooow T 1E10% 0 0
s - 1T-20% 0 2
oo T 21=30%. 0 0]
s U31=40% T 1T 20Ty
S0 & 41-50% 2 1

Ay - ‘-—“’
OO W

¥,

|

v

WWHCEYN
wwHWN
o0 po, U

|

SO OO =W — O

5=60%——— 27~
.- 61-70% 8 3
© 71-80% n 5

Lo 81-90% 17— 3

T
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—OOoOOMNN— WY

QO
la)
[ =]

3
PO o
CDoOS—~owowm
o:ooc':bmmm—'—

o:ooTOOANN
oo OoO~MN

. ! ) ,“
: £ KRN

opdo%#
opo—-

DL Qi .t 16 0 0 0
. ‘ - ‘ . - — —
] Total . 189 40 27 '9 14 22.20 13 "7 518 L1810 4

L,

-

N A};; " *pata- for mény_of the hospitals will appéar under morevthan.gne source of fuddjngg
m=208. Private. Hospitals : ' =2
e .- ~m# 58 State and Municipal Hospitals

¥ ¥ s . - N T - oo
- Source: COTH, Association of American Medical ‘Colleges (personal communication).
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fo . APPENDIX TABLE vin ¢ o :
2 jl. [ ;
S Comm1ttee -of Interns and Reésidents, New York, N.Y. . -
. g ' ' ) : February ‘9, 71976 - , , N
{n . ’ i . N N . .

} ' .
- ‘Col1ect1ve barga1n1ng provisions in New York; New Jersey, Pennsy]van1a,
-1 ‘Maryland; Washington, D.C., Virginia; North Caro]1na South Carolina;.

v 'Georg1a, and’ Fl@??dﬁ, See Attached “Summary Sheet (Adm1n1strat1ve Paper)

ha 3

r R -Labor~Re1ations Acts 1n:the Pr1vate Sector

. : _ (a) The fo]]ow1ng states have comprehensive 1abor re]at1ons acts in the
e pr1vate sector, including the right to self- organ1zat1on, to -form 1abor
oL unions, to bargain co]]ect1ve1y. and to engage in concerted act1v1t1es

‘li\
Lo Y

R T T T

- for co]]ect1ve barga1n1ng purposes Co Y ' ‘ ' L B

£ .. TNew York (Sections 700- 717 Labor Law) : :
- .'j~'..( . Pemnsylvania, (Title 43, Sect1on 211.1- 211 12}

(b) The fo]]ow1ng states have no speC1f1c 1abor re]at1ons proV1s1ons ) PR :
;_“_w“mwc_c1n the pr1vate“sector - : ) NN
S . Virginia. . - B B ’ ‘;§' - T
o - - ,Ngrtu_ﬁarojjna"w,wm,_e.-n» e —

x e south Carolina " : A m' Rt ‘ -
?f\' o, ( ) Other states . . S R '
‘:; \. 7 -"‘ ‘, a .\ ’ ' ‘ ‘e ]
2R S New, Jersez Has no comprehens1ve Tabor relations act. However,
. .4 -- . Article I, paragraph 19, of the state constitution g1ves ‘private
e employees the right-to -organize and to bargain co]]ect1ve1y
. oy “Ye]]ow Dog" contracts- are prohibited by 34:12-3.= 34:12=5. ‘New. .
o0 Jersey also -has. spec1f1c provisions for 1abor disputes for those
i . Morking in pub11e utilities. =~ . A LT
i 4’ K gharz1and, Ne c0mprehens1ve labor relations act. -However, Articje
TeLT . T00; Section 63 gives employees the right to self- organ1zat1on, and
oo : 'Sect1on 64 out]aws "Ye]]ow Dog" contracts . -
2l o Wash1ggton D.C.: Congress has not passed any labor relations act ‘ L
: X spec1f1ca11y for the District of Colunbia. However, “commerce" is

defined in the National Labor Relations Act so as to include all , “

S, ..mmerce within the District of Colymbia, without regard to juris- .-
. -dictional- dollar amounts. So the NLRA will app]y to District of ‘ o
P Co]umb1a labor re]at1ons - , . o )
< Ed o - .

1 3

= = - " - T&? -

¢ L}

s
¢ =0,
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- .Appendix Table VIII (Continued) _ I |” ' ‘ - f' | .
;- Florida: No comprehensive labor relations act. -However, Sécfioh‘Byéf

1 omRegulations Act guarantees -employees ‘the right to form, ﬁoin,; E
or assist labor organizations, to bargain-collectively, and to engage - |
in. concerted activity for the purpose of collectivé: bargaining. lOthér*,‘”
sections of this .act specify what constitutes unlawful conduct by’

unions, limit maximum union initiation fees, rgduire the 1icensing. of

business agents. for unions, .and require certain reports from uqﬁbns.

. . . o Lo T o
Georgia: Has- no comprehensive labor®relations act, but -does have: .

. Tegislation which forbids union.security agnggments;byApub1ic/émp1oyee§,,;;
P -] '

and -regulates strikés and picketing.
2: Special provisions. for the hospita]lindustry o

Only Néw York has 'such provision. :Séction 716 of the Labor qujstates
that collective bargaining: contracts with employees, or their representa-
» _..tives,—in_non-profit-making-hospitals—and-residential care centers which -
do not contain provisions for the- final and binding determination of = -
: grievances, shall .be deemed to include -a provision for the submiSsion of

.. - such grievances :to final and binding arbitration. Impasse in'collective
bargining is subject to-a form of arbitration.. ‘ I
3. kabor Relations Acts in the Public Sector . , RN E
) - e . o ,

In Maryland, the bis@fﬁq;_gf_QiLMMka_Jﬁlgin;aé_SQgth;fﬁnolinaJ;and____,M;_;:i
- . . -Georgia it is uncertain whether any hospital employees are "public R
empioyees.* Inm the case of North Carolina, -Only persons engaged in law

enforcement..or fire protection are "public -employees."

(a) Right to collective bargaining’ -

P -

(1),Pub1%c emp]byees have the right to, engage in collective

» P bargaining in the following states: . . ‘ S

, . Y " F : ’ ‘ e e -

~ New York - (Cjvil Service Law 200; 203) - Y

. New Jersey - (34:}3A - 5.3) (with exceptions not relevant g
T -here).. ) .

e
— e

> o s’ L.

Pennsylvania - (Penn. Public Emp]byees—Bé1aiﬁgns‘Apﬁi:—"hwnfMﬁ
' . Act. No. 195, July 23, 1970, Section 101-2301.) ..

Washington, D.C. - «(District Commissioner's Order No. 70-229-

Part 1) :f
Florida - (447.001, 447.006). LT
. I {
» -88- -




f Appendix Tab]e VIII (Cont1nued)

~(2) The following states have- collective barga1n1ng provisions for
publ1c emp]oyees for port1ons of the state:

- Maryland: The Ba1t1more City Code, Sectlon 12, prov1des for
. .collective bargaining for public emptoyees. Art1c1e 1, Section
L 64. B(A) of the Code of Public Local Laws - implies that public
-employens in Allegheny County have the right to ehgage in:
collective bargaining. There seem to be no clear prov151ons for
pub11t employees elsewhere in Maryland.

Georg1a Public empioyees in Chatham County and in theCity of
Savannah have the r1ght to engage in Collective bargaining.

There are special provisions for co]]ect1ve ‘bargaining and strikes’
for firefignters. There do not appeat to be any exp11c1t pro-
Av1s1ons for other public.-employees. .

,'£(3) South Caro]1na has no provisions. on this subJect

(4) The fo]]ow1ng states seem to forb1d'c011ect1ve bargaining: by
‘pub11c emp]oyees " ) . v

.
* A\

V1rg1n1a No statuteffgrQJQSWohrperm1ts collective: barga1n1ng

{ j‘ <o
a v

by public employeés. However, an opinion of thé State Attorney
General;. dated October 7, 1974, states. that, absent xpress
author1ty from the Genera] Assemb]y, local units of Sovernment
-may- -not -enter into coHective. bargaining-agreements with their
*employees An.eariier opinion of July 1962 states that city
officials are not duty bound to negotiate with a -union re-
presenting c1ty emp]oyees ‘but may do so if they wish: State
policy, the op1n1on went on to say, d1scourages but ‘does,.not

»—forbt d"ﬁUCh dcuu ulgp] \

North‘Caro]1na Under- Sect1on 95-85 of the ]aws of North Caro-7
Tina, public- employees may not be Jembers of any trade union,

or labor organization .affiliated w1th a national labor organi-
zation which has as its purpose or-one of its. purposes, col-
1ect1ve barga1n1ng with any employee. (rh1s statute probably
only covers persons. in the fields of law enforcement or fire-.
fighting. A ‘three-judge federal court held this statute uncon-
stitutional in: Atkins.v. C1ty of Char]otte, 296 F.,Supp 1068
70 LRRM 2732 (D C.N.C: 1969).) = i o

(b) Prov1s1ons for determ1n1ng barga1n1ng representat1ves for
' pub]1c emp]oyees AR

=1y The f0110w1ng states . have suchrprocedures

A

"+ - NewYork - (Civil Service Law 204, 2042, 206, 207). . -

~Cn New Jersey - (19:11-1.1, 19:17%1. 2). o -

. ‘Pennsylvan1a—-(Art1c]eeVI»—601 -607)" .-

.Wash1ngton, D.C. (5ee LMRA; see also Public Emp]oyment Rules-
and .Regulations - Chapter 11 - Parts 201
and 202)

Ay,

L

L
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‘ .:'Abpé}itﬁ X Table VIII (Continued) ~ o T

Florida - (447.008,,447.Q09; see also Public Employees, . .° -
" ‘Rules and Regulations 8H-200, 8H-300) ‘

(2) Maryland has procedures for Baltimore Citj’(Code Sections *
11551177, and for Allegheny County- (See Article I Section 648 (A)
of the Code of Public Local Laws ). ) :

°

¥ (3)'Geo;giaxhas no specific provisions on this subject. :
,‘:‘ . . 4 - t. . ‘\
e -+ (c) Impasse Procedures: "
. New York = (Civil Service Law 209 - provides for PERB assistance
or for the appointment of - fact-finder). - AN
.o ‘ NG
New Jersey - (Section 34:13A-6(b) - provides that the state N
_ compission may take steps to effect a' voluntary resolution; °
or, the Division.of Public Employment Relations may direct
" or suggest fact-finding). ° R : i
RéhnSy]vania - ArticleVII, Sections 801-80, prbcédunes‘for'
T ;@ed1gt1on, fact-findiag, or arbitration). -
Florida - (447.012 - provides for a mediator to-be appointed
- —f-by-e$ther~party;*of*for'apppjntment”ofna‘gpecfanmasterf-'f“f**“
. .acceptable to both parties, and for submission to the leg- .
isiative body if impasse :is. hot..resolved.by. the special .. ...
. master, See also’Public Employee Rules and- Regulations, .7
. R -8H-500) * . . o . L .
- washingten,~D7G;§:;£Par%—49¥~-npnév%s%ohs—for—a—mgd%&ter—pn —=;
. request. of the parties, or upon-a motion -by- the Personnel
. Office, to be appointed by the Board).
Maryland - Bd]timapg_- see Ba]ﬁ?mﬁre City Code Section 119-
appointment of an impasse-panel. Allegneny County - see-
Section 64B(C) of the Code of Public 'Local-Laws - which pro-
vides for the appointment of an impasse panel by the County. -  :
. .Commissioner. There are no provisions for -other parts .of . %
Maryland: . < s BN N ST L
Georgia - No- spedific provisions. 1,"’1:: ¢ ‘
o _.(d?“Sﬁr%ke Provisions: . . ' ' ' : s
- el 1 : ST, - . o L
‘(1)‘TQeyf0110wing states prohibit strikes by public employees: -
: . _fiew York - (Civil Service Law 210) - . :
a ‘ New Jersey - (see Board ‘5T Education v. N.J. Education S LE
Association, 69 LRRM 2870, 247 A. 2d 867 (New _°
Jersey Supreme Court, 1968).) : .
. /SN - 90_ “ N . ) s ) ; “;}
114 ’ G
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© 7. fippendix Table VIII (Continued) - .
Florida --(447.001(4), 447.018) )
e - Marx]ana - Strikes are barred in Baltimore (sée Ba]tjﬁore

s - City Code), and in Allegheny County (see .Code of Public

S | A ‘Local Laws 648: CD) No: provisions for the rest of the

. ~ state. ] \\ha _ _
?.» v : (2) waShingtbh, D.C. and Georgia ' We no express provisions. ) _ :

(3) Pennsijan1a petmnis_strlkes by_publ1c—employees—except - -
] , . where thej ¢reate a clear and present ‘danger -to- the- g
N . . health, safety, or welfare-of the pyblic; or if they s
. .o occur dur1ng an Article-V1I1 1mpasse proceeding. :
...-:f = »
. -~
Tne next page is a graphic summary of, the col]ect1ve barga1n1ng prov1s1ons n
the ten\States just described in.the narrat1ve The code for the summary is
‘a + for the states which have specified co]lect1ve baYga1n1nq provisions and. i L
. -an-X for thgse wiich: -do not... o ) C R
RS - - >*l_ T . - L i 5 e
MR \'\-\ el ) [ .
N i . —\"\\1{‘\\—\‘ - X
: v - \N\s\"\..__\ = g. -
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L Appendix Table V111'(Continued) C sumary Sheet—of Col lective:Bargatning Provisions . Col e
« * in T"ﬁ States *a . ; . a
0 oy N Pa.. ad. D.C. ,V:‘-: NG ‘;L;Y,g“‘ G, _ Fh'uiiuda
oL Voluntary Ilospitﬂs ‘ “', - . . X : ) : RE .
L 'Rig_ to organize » + . * -+ _ o R ¢ : X X R4 S ’\ <
: ~ ~Rig?t to compel - " . ‘
collective bar-- s i ’ + | s + . . N T
A gaining RV B * i *‘ — _ i S X =X .-
e . Machinery e repre- - oo : N - ) - ' ¢ .
o sentation.and bar-| + g o e T ’ T4 ) N .
gaming X . _1'X X - il | S X
) e T - - S I - - ) B I - = Fatens ] P : 3 =
£ R lmpasse machineryr 1 ,(arbi- ‘ R : . A . - : 12
trmon)’ 1ox” X, S PO & % X- 1x X:
Ta T 1 - N N T Paltimore # | 7 4 X -7 X R L o .
o Public-Hospitals; | .. \11egheny (express Chatham -
. Right to.organize. + -t M fo. +] + - statutory 1. . * 1.
T . . ) o b .1 prohibi= _Savannah’ *.
- "!B : . . -t tion he]d . ’ A Pt B
R e ’ ' T - - : . : “unconstie - 1 -
EI " . tutional - .. EEN et
<y - - , e parTs— — i i
oo g e e T i 1 £ 11t R % TX 0 R T UlCRatham . -
“Right to gompel - N\11egheny ' e < {Co. + :
. . CO]‘ect] ve' bar’ - 4. - + + —”o_ + ? . . . . o - PN ”S.v‘nn.h§ RN, ———
~ wgaimng PN N R e . I ) . I < e 5
T R ' T Faltinore—+ - — il
T ‘Hachm 7y re-repre-: ol ) »r\lnegheny X 4 X X | X
;.‘ ) sentat on- ap'g: bars i + [ S . S 03 R dt N : : _’—
"9 v K\‘ ~ - - - N ) - - - . B4 B ) . R N :‘ . ) .
oo TF i 1T~ IBatti. . X X X X |imeststion
Impasse mcﬁinery (fact- finding : (fact— | f(arbi- (impasse: .| (media- | o - s -Ispécial Has-
- . . —for State (Arbi- finding); tration) panel)  #:| tion) _ | - ] . ter,. legis-
%, . R * tration for City) ) Allegheny« 1 4 - - ' U A lative)
:;, - : + + + Co. ?]m- 4+ 4 R . - - LI . J SR ~
: . . : passe. panel) - . - : . - .
. n P!‘Oh’b‘ts strikes | galtimore+ No express| No' express | No-express [No express | No-express|
ot P'f“’:‘:bﬂ-‘m Y + ; ;:‘:2::1:9 d:lg::.:r' gi_eghew Gtitutory | statutory | statutory. [statutory |statutory| -
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. APPENDIX TABLE'IX = : B S
 VARIOUS FREQUENCY DISTRIBUTIONS OF PHYSICIAN LOCATION

. A. Percent of Graduates with Residency ‘ Year of Graduatiof :
Tﬁining,t??acticing _in the _Same State as: 1945 1950
Residency Training - 5 , -58.8 * 62,,8 ) ‘_;
Pmor Res1dence B ( - 546 . 52.5 )

\ Internsmp : .- 42,3 ——— 4775 b

. Medical Conege ‘ S T e 42.3
i_;;..«.:mwl; .~-~-‘Percéht-of"Al—'l—Gr‘acviua_tes - Year—of-Graduation— -
3 -Practicing in the Same State -as: 1945, 1950 .
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L > . SOURCES: A. MWeiskotter et al., "Characteristics of Medjca1~Cb1}é§e .

o S Graduates," p. 1086; - A )

. ) : y . L SO
; o B.C.Computed from.Table II Weiskotten et al., p.-1088. :

;f’ 1‘ *  NOTES: Part A of Table I shows the simple figures for_f945,5nd 1950 -

; - graduates.with-residency training. This, procedure,. of course, double :
. . counts, since the four events are not mutually exclusive. Therefores- :
Pl : . in Part B of Table I, these data .are-decomposed into their respective .
SR mutually exclusive categories. In.Part C, internship and residéency - -~
:f.’ . are grouped together into a §ingle category, G, representing post-* L
£ . medical school graduate-training= *- .
CoR o n e _ . . _ ‘ o - -
¢ ‘P = Pre-Medical school residencé state N R
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~. 3. Federal Hea]th Spend1ng 1969~74 by Louis B. Russel et a]

-

- ‘ .

- ) - - \

As an adJunct to the referencesc1ted at the conclusion of éach of the ' -

sections of this’ paper, the following :provide some, -additional 1nformat10n .

on the maJor sources of data or 1nf1uences on graduate medical educat1on

trends: - L " - \>\;
AN

1. The Counc11 of Teach1ng Hosp1ta]s of the Assoc1at1qn of Amerizan Medical
Collegés entitled COTH Surveys. of House Staff Policies. The 1975 CQTH
study reported. was the se€venth annual survey in the series. It was- mailed
to the 400 mémbers of COTH and 314 member hospiials responded. Data are:
reported. on stipends for residerts, fringe benef1ts, ma]pract1ce Earrjers,

- and- house staff collective bargaining negotiations. IS

-

2. American Medjcal Assoc1at1on D1rectory of Approved Residencies 1974-1975-
and 1973-1974. This*directory contains alT of the information of “import-
* ance to physicians p]anglng for residency tra1n1ng, for 11censure, or for: .
spec1a]ty board-certification. i )

Center for _
_ Health. Policy Studies, National Planning Association, D.C., 1974, Tk's
T _-publication describes the-hedalth' eéxpenditures and programs of the

Federdl Government for the period 1969= Zﬂewf——~4-'"* N

g

.. 23%&, No..13.

*‘*L;;spec1an§'and geographic distributyion of physicians and the training
. — -of.foreign medical graduates.

4. ‘Journal of the Amer1can Med1ca1 Assoc1at1on, 75th Annua] Report
MMedical Education in’the United States, 1974- _75" “December 29, 1975, Vol1. *
This. issue- documents the number of medical students who
i are app01nted to a residency before they receive their M.D. degree. It
. also indicates the shift that s occurring since as of July 1, 1975
many graduates are being appeinted directly to the Sfirst year of
res1dency N

l

5. Med1care - Medicaid Reimbursement Po]1c1es, Soc1a1 Secur1ty Studies.
Report subm1tted by the Institute of Medicine of the National Academy
of Sc1ence, March 1, 1976 to the Subcommittee on Health of the Commﬂtteer
on Ways and Means ‘US. House of Representatlves)__.w—_———————

This report and the studies entailed were performeJ at the,request —of
Congress in 19/3 Tt called updﬁ'the Institute of -Medicine to conduct

a study of the payment of physicy ang,ln/teach1ng ‘hospitals under Medi-
care and Medicaid_; and_the effects\ of Medicare and Medicaid on the

Part I contains the summary of f1nd1ngs,
conclysion and .recommendations. Part II contains detaited data’ and
»f1nd1ngs on the organization and financing of teaching hospital activi-

ties and compensation of teaching ‘physicians, graduate medical edy- e

. cation, payment optjons and their impacts;from an in- depth study of
8) teach1ng hosp1ta]s .
Further ana]yses are be1ng dor.e on :the Institute. of Medicine Study
“regarding the costs of’ graduate medical education: -These should .
, be -available in the spring of 1977, as Part IV of. the SSA. report on
Med1care and Medicaid.
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6. “An Examination of Hospital Graduate Medica
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1:fducatiqn‘CpstngefmbG¥sed'7 T

= *~s7 ' by Part A, Medicare" Division of Mercihe,(Bﬁ%ééuhpf*Health*Manpowef.. o Ty
a - .. g o : e N . - - /o

B C gt - i e e et : L
T This Study crystallizes some of ‘the major concerns in financing graduate -~ "o
L0 ‘mgdicajﬁgducation identified through an.analysis of Medicaye cost-reports o
«» = and related education program data in 28 hospitals. "> - A ;
N ‘ - N " ot 4 .~ . R S
g - = . . 0;

L 7~ 7. -OMB Study of Recruitment and Retention of Federally-Employed Physiciahs

‘ and: Dentists. . . » . et o :
: ‘Public Law 94-123 gnactedronf0ct05ef‘22,.]975;.provfded pay bonuses to” | T3
% physicians .and deptists in the Veterans ‘Administration, Department . SRS
- of .Defense -and thenDepartment.of‘Hgalths’Educatiop;*aﬁdfyglfgre. Ini " ~

addition; Section 4 of P.L. 94-123 directs the Comp ro]1g§£6énérat.agd' oo
c the Director of the 0ffice of Management and.Budget o- submit. reports:, SRR
i ———" _ %o Congress on the short and long -tem: problems facing Federal agenciés . o . -
', . v §n-recruiting and retaining physicians -and dentists, and: give. recommefida- - - ¢ -7
(oL " tions for.actions This report, ‘therefore, -pravided som- .data used"in, %
L ———"Writing this paper. - - o . PR

. 8. lihe Health Professionis Educational, Assistance Act of 1976 (P.L.°94-484) "~ .-

P - contains several -provisions$ affecting graduate’ medical education. Among L
o ¥ 5 these are: - L - e . IEEEEEPR
3 ’ (1). Any'jnstitufiqnvwhfth;maintains a medical resicency training progfam: _° "°-
i “w - in-family practice, -gereral internal medicine, general pediatrics; . - -
' or general obstetrics and gynecology,.and receives any federal assis* Coyd
: _ - tance for these programs are to establish or maintain residency . R
e positions which are shared: by two-,individuals- (Title I1, Section .- ° - R
- - » - o T T :
¢ ¢2) Foreign Medical grdduates coming to the United States: for graduate’ , i
, * medical education, who have mot passed. parts I and IFof the National -
Board of Medical Examiners Examination:-(or equivalent) nor.demonstrated " )
e competency in oral and written English, must have prior assurance by - o
~ an accredited schodl of 2ssumption. of tesponsibility for the FMG's R
) ~ competency. The FMG is to reéturn to, country of origin-or last Lo
£ . .residence after 2-vears of GME,unless specific exceptions are fade.. ,
o (Iitle-V,_Sectien 60T) - ~ -+ | 7 : i
= (3) Medical schogls, in order to be eligible: for capitation grants for
o undergraduate students, much. have in their direct or affiliated .
Y medical residency training programs in primary- care at least 35% 2
43f0§]] £illed fipst year resideficy positions. (Title V, Section o
. g - - R .
. * ) (4) Grants may be made to schocls of medicine and .osteopathy to meet I
- a the .costs of establishing Departments of Family Medicine. (Title.” . "3
. 4 , ) :

VIII, Section 781). . . : L

b “ .\.\:




Lb)_,,Eachwmedwal or, osteapatmc school part1c1pat1ng 1n Area Health
- ;.;, . -Education Centers will provide for or conduct a medical. residency

. trammg program in fami"ly medicine or general internal medicine.
IR '(T1tle VHI, Sectmn 78]) :
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